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I knew all the rules but the rules did not know me.
—Eddie Vetter, Guaranteed 

Greetings,

I can just about guarantee that if you’ve been in a meeting regarding healthcare operations, somebody
has suggested that a sign be posted to inform patients of your rules and systems. There remains an
obvious temptation to rely on the patients to conform to the rules of the healthcare organization. But, a
patient’s compliance to our system should not be our primary objective. It’s stated often, but never often
enough, the patients come first.

Patient driven care, or patient focus, is not new to our industry design. But, we still have a ways to go.
All aspects of the patient process stand to be improved. Ideas to consider include: how do we make
ourselves more accessible to our patients, how do we improve our phone system, how do we encour-
age prevention and healthy living, how can we promptly provide a care giver at the moment the patients
most need us, how do we improve parking, how do we improve wait times, how do we focus on the con-
venience for the patients, how can we improve communication, how do we improve follow-up, how do
we simplify financial pricing and explanation, how do we more respectfully handle proper billing and col-
lection procedures, how do we meet the patients’ concerns more than our own concerns?

These challenges are not easy to meet. But, they should be the starting point of our discussions. Most
healthcare organizations have quality initiatives which examine the overall system of the patient.
However, it’s too easy to gloss over some portions of the system. Not only are healthcare systems com-
plex, but patients’ needs from our system are complex. We should be flexible, easy to communicate
with, empathetic, and focus first and foremost on the needs and whims of our patients. 

The rest of the stuff we can sort out as we usually do, guaranteed.

Letter from the

EDITOR
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t’s fall, a favorite time for many because it means
football, a break from summer heat, and an end
(hopefully) to Gulf storms. However, for others, fall is
edged with a little panic as time runs out to imple-
ment the new dementia training required for all nurs-
ing facilities and adult residential care facilities
licensed in the state. In the 2008 legislative session,

by: Karen Stassi
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Senate Bill 810 (Act 571) required dementia training for all
staff in nursing facilities and adult residential care facilities
licensed by both the Department of Health and Hospitals
(DHH) and the Department of Social Services. DHH promul-
gated final rules in August 2009. After January 1st, 2011, facil-
ities that have not completed the training can be cited for a
deficiency during surveys and inspections. Based on conver-
sations with Alzheimer’s Services, the Department of Health
and Hospitals, and the Louisiana Nursing Home Association,
many facilities seem to be running out of time.

The mandatory training came about as a result of a push by
the Alzheimer’s Association to improve dementia care across
the country. At their urging and with the help of Senator Willie
Mount (D-District 27) the Louisiana Senate passed SCR 80 in
2008 calling for a state Alzheimer’s Task Force to study the
current and future impact of Alzheimer’s disease and associ-
ated dementias on Louisiana citizens. The task force included
25 representatives from all facets of care, including state
agencies, service providers, caregivers, hospice, Pennington
Biomedical Research Center, and more. One of the task force
recommendations was to better train healthcare workers to
ensure that those who come in contact with people with
dementia or Alzheimer’s disease have a better understanding
of the illness, the associated behaviors, and how to communi-
cate with these patients. The idea is improved quality of life for
the patients and better quality of care by facility staff. “This is
the first time I think where everybody has recognized that all
the workers in a facility are important and not just the ones that
provide hands-on care,” said Dr. Sandra Guthans, Executive
Management Officer, DHH Office of Aging and Adult Services. 

The task force helped DHH craft the rule’s training require-
ments which initially only apply to nursing homes and assisted
living facilities, because that’s where the bulk of dementia and
Alzheimer’s care occurs, but it is thought that they may be

expanded to include other providers in the future. According to
Dana Territo, Director of Services, Alzheimer’s Services of the
Capital Area, states across the nation are starting to require
similar training of various types of facilities that have contact
with dementia patients. “It’s something that’s happening
across the entire United States so we wanted to concur with
that and be up to date as a state,” said Territo. Those state
models were considered in crafting Louisiana’s regulations
said Guthans, but she believes that the state may now have
some of the toughest requirements in the country.

One of the most important stipulations of Act 571 was that the
training be evidence-based. Guthans said DHH did not feel it
had the experience, staff, or resources to be making that
determination or to engage in ongoing curriculum approval, so
the department decided to partner with academia “We put out
a request for information—a letter that went out to every uni-
versity in Louisiana asking them to propose how they might do
this if they were selected,” said Guthans. After evaluating
responses from three universities, DHH executed a memoran-
dum of understanding with Our Lady of the Lake College
Health Career Institute (OLOL-HCI) to conduct the curriculum
review. For a nominal fee, OLOL-HCI reviews curricula sub-
mitted by both nursing homes and training organizations.
Within approximately 40 days, the college either approves the
curriculum outright or makes suggestions for changes. Once a
facility or organization receives approval they may start to con-
duct dementia training. Despite the fact that OLOL has been
ready to review curricula since last November, as of August
1st, 2010 only ten had been approved. 

The first to be approved was a curriculum created jointly by
Alzheimer’s Services of the Capital Area and LSU’s Life
Course and Aging Center, which was designed so they could
offer training to facilities without the resources to create their
own. In fact, the majority of the approvals have been granted
to training organizations, three of them out-of-state. A flurry of
approvals in July signaled that the training requirement might
be getting a little more attention as the deadline draws closer.
Jolie Harris, Vice President and Chief Nursing Officer for

I’m delighted that
the state is requir-
ing the training;
unfortunately I don’t
think that the
administrators understand the
requirements nor do they have
funds in their budgets and
that’s kind of scary. —Barbara Auten

This is the first time I think

where everybody has recog-

nized that all the workers in a

facility are important and not

just the ones that provide

hands-on care. –Dr. Sandra Guthans
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CommCare Corporation said she has started to get a lot of
emails from training companies offering their services. “I think
they know everybody is going to start looking at how they are
going to beat this,” she said. Guthans is happy to see the
recent curriculum approvals posted on the OLOL-HCI website
(www.ololhci.com). “We kept asking, ‘Where are they? Why is
nobody sending us curricula?’” But she’s also starting to hear
from the facilities themselves. “My phone is ringing and vari-
ous people who are involved in this are fielding lots of calls
and you do have the sense that yes, it’s July, and nobody
knows how they are going to get this done by January,” she
said.  

The time frame may not be the only issue, said Barbara
Auten, Executive Director of Alzheimer’s Services of the
Capital Area. “I’m delighted that the state is requiring the train-
ing; unfortunately I don’t think that the administrators under-
stand the requirements nor do they have funds in their budg-
ets and that’s kind of scary,” said Auten. “We’ve developed,
with LSU, a great training; it’s just finding the right price
because right now the nursing homes say they can’t afford it.”
Territo said that there were no funding provisions written into
the regulations and she is hearing from administrators, partic-
ularly those from companies with multiple facilities, that they

are very concerned about the cost of the training. “We’re get-
ting calls asking, ‘Who’s supposed to pay for this?’” said
Territo. Alzheimer’s Services has set a price of $125 for their
8-hour course, $75 for their 4-hour course and $40 for their 2-
hour course. On the surface that seems pretty reasonable, but
if you have 700 employees, the numbers can get alarming.
Based on a suggestion from DHH, Territo has referred some
facilities to attempt to get grants through the Louisiana
Incumbent Worker’s Act and the Workforce Commission, but
the clock is ticking. 

The lack of time is also making the logistical challenge of
training all employees more difficult. If training can be done in-

We’re getting calls
asking, “Who’s sup-
posed to pay for
this?” —Dana Territo
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house, it can be broken up into smaller blocks and perhaps
offered before and after shifts. However, if a facility has to hire
a trainer or, even worse, send employees out for training, the
logistics of covering shifts and possibly having to pay overtime
can be a nightmare. “The cost of getting your curriculum
approved and the cost of purchasing a curriculum is actually
minimal,” said Guthans. “It’s the cost of having to send people
off to be trained that can be significant, and the cost of paying
for the time that somebody’s in class. That’s really where the
big expense comes from.”

CommCare Corporation has addressed the problem through
a train the trainer approach. Back when the task force was still
convening CommCare sent Cheryl Lachney, Director of
Mental Health Services, to learn all she could about the
upcoming requirements. Then Lachney started doing
research and developing a curriculum around the state
requirements. “My plan for our nursing homes is I’m doing a
train the trainer group where staff members from all twelve of
our facilities will come together in one session. I will teach
them the curriculum and they will go back to their individual
homes and educate the staff,” said Lachney. “I took the
approach as if all of our facilities had a special care unit, which
means all of our facilities will get the maximum amount of
training you would have to have, whether they have a locked
unit or not. I did that because half of our homes have special
care units, and half do not and at some point if we want to add
a special care unit to one of the facilities everybody’s already
trained.” 

Territo indicated that administrators are also concerned about
the provision requiring new employees to be trained within 90
days. Nursing facilities traditionally have a high turnover rate
and administrators worry that employees will leave after they
have gone through the expense of training them.
Replacements will have to be trained immediately, making it
an ongoing and expensive process. The certification will, how-
ever, follow the employee and can be checked through a data-
base that will be maintained by LSU. Therefore some employ-
ers will possibly luck out and hire staff that has already been
trained. 

Extensive training for nurses and certified nursing assistants
is nothing new for nursing homes and
assisted living centers. What’s unique
about this training is that every employee
has to be included. Those that have more
extensive hands-on contact with dementia
patients are required to have more hours
and more comprehensive training, of
course, but even the employees that work
the desk or mop the floors are required to
have a minimum of two hours of training.
The requirements also differ depending on
whether or not the facility features a locked
dementia unit. It can certainly get confus-
ing. There are two types of dementia train-
ing curricula that are subject to review and
approval:
1. curricula intended for use with Nursing
Facility staff (NF, NF/SCU) 
2. curricula intended for use with Adult
Residential Care staff (ARC, ARC/SCU).

Within those two types, curricula may target
all employees, including those that work on
a dementia special care unit and those that
do not; or may target sub-categories of

I think it’s what
everybody has
already been doing
as far as those peo-
ple that work in
nursing homes, but I don’t
think it’s ever been put at the
forefront of care because no
one has ever been mandated
to have this particular training
before. —Cheryl Lachney

source: www.ololhci.com
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employees (for instance, just direct care staff who work on
a dementia special care unit in an ARC). A summary of
the requirements for each type of facility and employee
follows:

Nursing Homes
Training requirements for employees of a nursing home,
who provide care on a regular basis to a resident in an
Alzheimer's special care unit:
• Employees who provide nursing and nursing assistant
care to residents shall be required to obtain at least eight
hours of dementia specific training within ninety days of
employment and five hours of dementia specific training
annually. The training shall include an overview of
Alzheimer's disease and related dementias, communicat-
ing with persons with dementia, behavior management,
promoting independence in activities of daily living, and
understanding and dealing with family issues.
• Employees who have regular communicative contact
with residents, but who do not provide nursing and nurs-
ing assistant care shall be required to obtain at least four
hours of dementia specific training within ninety days of
employment and one hour of dementia training annually.
This training shall include an overview of dementias and
communicating with persons with dementia.
• Employees who have only incidental contact with resi-
dents shall receive general written information provided
by the facility on interacting with residents with dementia.

Training requirements for employees of a nursing home
who provide care to residents not in an Alzheimer's spe-
cial care unit:
• Employees who provide nursing assistant care shall be
required to obtain four hours of dementia training within
ninety days of employment and two hours of dementia
training annually thereafter.
• Employees who are not licensed and who have regular
communicative contact with residents, but who do not
provide nursing assistant care shall be required to obtain
four hours of dementia specific training within ninety days
of employment and one hour of dementia training annual-
ly. The training shall include an overview of dementias
and communicating with persons with dementia.
• Employees who have only incidental contact with resi-
dents shall receive general written information provided
by the facility on interacting with residents with dementia.

Adult Residential Care
Training requirements for employees of an adult residen-
tial care facility who provide care to a resident in an
Alzheimer's special care unit:
• Employees who provide direct face-to-face care to resi-
dents shall be required to obtain at least eight hours of
dementia specific training within ninety days of employ-
ment and eight hours of dementia specific training annu-
ally. The training shall include an overview of Alzheimer's
disease and related dementias, communicating with per-
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sons with dementia, behavior management, promoting inde-
pendence in activities of daily living, and understanding and
dealing with family issues.
• Employees who have regular contact with residents but
who do not provide direct face-to-face care shall be required
to obtain at least four hours of dementia specific training
within ninety days of employment and two hours of demen-
tia training annually. This training shall include an overview
of dementias and communicating with persons with demen-
tia.
• Employees who have only incidental contact with residents
shall receive general written information provided by the
facility on interacting with residents with dementia.

Training requirements for employees of an adult residential
care facility who do not work with residents in an
Alzheimer's special care unit:
• Employees who provide direct face-to-face care to resi-
dents shall be required to obtain at least two hours of
dementia specific training annually. This training shall
include an overview of Alzheimer's disease and related
dementias and communicating with persons with dementia.
• All other employees shall receive general written informa-
tion provided by the facility on interacting with residents with
dementia.

The regulations note that any dementia specific training
received in a nursing or nursing assistant program approved
by the Department of Health and Hospitals or the
Department of Social Services may be used to fulfill the

I expect that there will be a

great hue and cry that will go

up in January as facilities

start getting surveyed and

they can’t document that all

of their staff have had their

required training. 

—Dr. Sandra Guthans

I think they know everybody
is going to start looking at
how they are going to beat
this. 
—Jolie Harris



training hours required pursuant to this Section. Joe
Donchess, Executive Director of the Louisiana Nursing
Home Association, points out that dementia training can
also count towards in-service hours or continuing educa-
tion already required of nursing staff, so in that aspect it
is not really an additional training burden for those types
of employees. Lachney agreed that the training is not a
burden in that, “I think it’s what everybody has already
been doing as far as those people that work in nursing
homes, but I don’t think it’s ever been put at the forefront

of care because no one has ever been
mandated to have this particular training
before.” She said that most employees
have already been exposed to the ideas
encompassed in the training, but making
it a formal course will be just more of an
eye opener to get them to stop and
think, “This person has dementia and
maybe this is the appropriate way to talk
to them.” 

The LNHA is concerned, however, about
other organizations pushing for their
own specific training. “Who’s going to be
next? Is it going to be the Diabetes
Association or the Mental Health
Association? Some other group coming
up with more hours? We know we have
to draw the line somewhere,” said
Donchess. “The good thing is we were
somewhat forward thinking on this
because the new national healthcare
reform will require dementia training to
be done for not only nursing home staff
and assisted living staff, but for other

organizations that care for the elderly. I don’t know
whether it starts in 2013 or 2014, but it’s not too far down
the road, so in that respect we are really ahead of the
curve in doing our planning correctly.” In fact, Alzheimer’s
Services is already fielding calls from day centers and
home health agencies seeking out dementia training,
perhaps in anticipation of those requirements. 

Despite the fact that they have been fielding more calls
implying that many facilities are running behind, Territo
and Guthans feel that they had ample time to prepare.
“OLOL had been chosen and was prepared to start
reviewing curricula last November,” said Guthans. “We
began notifying people in November and December that
this was where you go to get curricula approved and we
gave them basically a year to get it done.” Donchess said
the LNHA has been putting out periodic reminders to its
members urging them to get in compliance, but will act as
a resource to direct those who have not yet found a cur-
riculum. “They’ve had plenty of lead time to know about
this,” said Guthans, “But like so many things, all of sud-
den at the last minute, everybody is panicked.” She point-
ed out that nothing dramatic is going to happen on the
first of January. “What will happen is whoever’s the unfor-
tunate soul who has a surveyor show up at their door on
the second of January is the facility that’s going to have
the least amount of time to prepare. We don’t yet know
who that will be, but I expect that there will be a great hue
and cry that will go up in January as facilities start getting
surveyed and they can’t document that all of their staff
have had their required training.” v
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Who’s going to be
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We know we have to draw
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—Joe Donchess
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espite the challenges, I don’t think I’ve ever
been more blessed than to be able to be in
Baton Rouge and to meet the people I’ve met
and make the friends I’ve made and to serve the

great governor,” said Alan Levine, on his second to last
day as Secretary of the Louisiana Department of Health
and Hospitals, an office he had held since January, 2008.
“It’s been a great couple of years although we’ve been
through a lot. I’m sorry to be leaving but, I think it’s the right
thing to be doing.”

The Governor’s office announced in July that
Levine would be stepping down from his position to reen-
ter the private sector and return to Florida. Levine will be
the junior vice president of Naples, Florida-based Health
Management Associates, which operates 60 hospitals in
15 states. “It’s really going back to my first love of running
hospitals and my position will enable me to continue being
involved in public policy,” said Levine. “I’m looking forward
to it. It’s a great company.” He said the offer from Health
Management Services came after his decision to leave the
Secretary’s office. “My philosophy really is when you are
serving in a position which is important, if you wake up one
day and decide you may not have the same enthusiasm as

ruce Greenstein officially takes over as Secretary
of the Louisiana Department of Health and
Hospitals on September 13, but he has been
actively involved with the department for a good

part of July and August to ensure a smooth transition. “I’m
doing two jobs at once and loving every minute of it,” said
Greenstein in August. “I’ve been down to Baton Rouge four
times now on what I call my volunteer work days. I’ve been
doing briefings, meeting with stakeholders, and making legis-
lator calls.” He has been gratified to learn that he actually
knows a lot of people in the Baton Rouge area that he worked
with during his years at the Department of Health and Human
Services. Greenstein will be moving here from Washington
State with his family. He’s no stranger to Louisiana, however.
His father lived and worked in Bossier City for many years, but
ironically recently retired to Seattle to be with his kids. 

During his time at DHHS, Greenstein came to know
Alan Levine who, at the time, was heading up the Florida
healthcare department. They have maintained a friendship
since and Greenstein was the first person Levine thought of
when tasked by Governor Jindal to find his own replacement.
“Alan gave me a call to see if this was something that I would
be interested in doing,” said Greenstein. “A couple of weeks
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the day you took the job, you really owe it to the governor
to step aside and let somebody else come in, someone
fresh that brings new energy,” said Levine, who noted that
if he had waited any longer, it might have been harder to
attract a top candidate with less than a year left in the gov-
ernor’s current term. “I love the job, but if I kept it just
because I love it I would be putting my interests ahead of
the governor’s and I don’t think that’s the right thing to do.
To me, the responsible thing to do is to let somebody else
step in.”

Levine came to Baton Rouge after a year and a
half running the public hospital system in South Florida and
four years serving Governor Jeb Bush in Florida, first as
Deputy Chief of Staff and then as Secretary of Health. In his
two and a half years here he has encountered many of the
same challenges—hurricanes, budget cuts, Medicaid
reform—that he had successfully tackled in Florida. Added
to that were the Mississippi River flooding, the largest med-
ical evacuation in the history of the United States (Gustav
and Ike), mass distribution of swine flu vaccine, and most
recently, the oil leak in the Gulf. 

But as he points out, it wasn’t all about responding
to disasters. Levine has spearheaded a major overhaul of
the state’s Medicaid system and its mental health system.
He has helped facilitate the introduction of some new mod-
els for our public hospitals and fought for privatization of our
addictive disorder facilities. “This is a state that historically
has relied very heavily on its institutions instead of invest-
ing in community-based mental health services. We’ve
changed that,” he said. “We’ve done all this while decreas-
ing the size of our department and we’ve become much
more efficient,” said Levine.  

Of course, no secretary can actually stay long
enough to see all the things they start finished. “When you
serve as a secretary of DHH you have a period of time
where you can influence policy,” said Levine. “Ninety per-
cent of what happens in the department happens whether
I’m in there or not. But the ten percent that I can impact, that
I can influence, if you believe the policies that you’re advo-
cating are good policies, then my feeling is you plant your
flag and you fight for them. You fight respectfully but you
fight for them. I’ve spent the last two and a half years push-
ing policies that I think are really good for the state and I’m
certainly not apologetic. I think over time, I believe what
we’ve advocated will work to the benefit of the people we
serve. I’m not saying everything will turn out to be perfect,
but as a secretary you have the opportunity to move that
ball forward and hopefully I’ve done that.”  

Levine listed the things he believes his successor,
Bruce Greenstein, should make his top priorities:
1.) Implement the Medicaid reform. “With the federal
reforms that were passed, there will be 600,000 new peo-
ple on Medicaid and if you don’t implement the coordinated
care networks you are going to have a runaway train,” he
stressed. 
2.) Eliminate the mental health institutions and revise how
we offer mental health services 
3.) Implement the federal reforms. “There’s a lot of bureau-
cracy that the president and congress have created,” said
Levine. “The next secretary is going to have to be mindful

later the chief of staff called me and asked me to come down to
talk to the governor about the position.” Greenstein said he
considers it an honor to do this job with Governor Jindal in
Louisiana, but admits, “It’s a little intimidating that the governor
is the smartest healthcare governor in the country and also has
done this job before.”

Greenstein admits he is leaving behind a great compa-
ny to work for, one of the best missions for a job in the private
sector that he could ask for, and great colleagues, both in
Seattle and around the world. “So knowing I was leaving that
behind was tough,” he said. “On the one hand, I had to think
about it, but in reality it was something I wanted to do so badly
that it took me no time to make the decision.” He concedes that
the challenges for an incoming health secretary anywhere in
the country right now are immense, but considers that part of
the allure. “There are going to be very tough decisions and
there’s going to have to be a very steady hand on the rudder for
all government agencies, but particularly government health-
care agencies around the country,” said Greenstein. “I think that
the skills and background, the thinking and philosophy that I
have will let me do a great job and help benefit the people of
Louisiana, the providers, the recipients, the taxpayers, and the
governor.” 

Needless to say, Levine and the governor have a “To Do” List
for Greenstein. Among the priority items are: 
Managing the budget
How to deal with implementing Louisiana’s Medicaid reform
Dealing with the oil spill
Privatization efforts that are going on right now
The rebuilding of the LSU hospital
How to expertly discharge the responsibilities for national
healthcare reform. 
“I think about these things in three broad categories,” said
Greenstein. “One, is we want to manage the budget or cut the
costs. The second is we need to reform the state’s healthcare
system. The third is we want to protect and promote the health
and healthcare for all Louisianans. For me, I break it down into
those three thematic categories and within each of them the six
points fit nicely.” Beyond those priorities, Greenstein also sees
some serious and fundamental challenges that lay ahead con-
cerning the health status of our residents, including issues such
as low birth weights, the rate of diabetes and cardiovascular
disease, access, and communities’ abilities to address these
needs. “Many of the topics that I’m interested to work on are
going to include more than just DHH as the catalyst,” explained
Greenstein. “It’s going to be about individuals taking responsi-
bility for their own health, about communities helping to foster
both safe environments and promoting health and wellbeing.
It’s going to have to do with the provider community stepping
forward to work with us on healthcare reform both on the
Medicaid side and on the national healthcare reform side.
Then, of course, all the stakeholders from across the state will
be involved in working together to assure that we’ll balance our
budget.” 

Greenstein said that many have likened the challenges
of his position to walking in front of a firing squad and he
acknowledges that Louisiana has some unique challenges in
reforming and managing its healthcare system. However, he
considers many of the state’s issues more unusual than unique
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of that bureaucracy because there’s a lot to be done in
order to implement the structures.” 

Levine has known his successor, Bruce
Greenstein, for years and actually recommended him as
his replacement. Greenstein most recently served as man-
aging director of worldwide health for Microsoft Corp. Prior
to that, he was Vice President of CNSI, a Washington, D.C.
-based systems integrator, where he focused on state
health care systems, claims payment, and vital records
systems. He also served as President of the Institute for
Healthcare Solutions and as the Associate Regional
Administrator and the Director of Waivers and
Demonstrations for the United States Department of Health
and Human Services Centers for Medicare and Medicaid
Services. “He’s incredibly bright, he’s a listener, he’s organ-
ized, and he’s one of the best minds in healthcare in the
country,” said Levine. “Microsoft doesn’t ask you to run
their entire healthcare operation if you are not a brilliant
health expert.” 

Levine said what he will miss the most about
Louisiana is the people. “From the day I got to Louisiana I
was welcomed,” he said. “I felt as if I had been here for
generations. There’s a very real charm about Louisiana
and I don’t hesitate to call it my adopted home state. I love
this place.” He also admitted that he has become an LSU
fan in his short stay here—except for one day a year. “I’ll
just say I’m looking forward to October 9th, because you
guys come to Gainesville and I’m looking forward to seeing
all my friends from Louisiana at that game.” v

and is quick to point out how many of our challenges are
shared by other states, such as Medicaid reform, the budget
crisis, and certain health indicators. He even feels the LSU
hospital system, which is often called unique, is not so differ-
ent from other hospital systems he has worked with across the
country that are owned by a public entity, whether it’s a univer-
sity, or a city or county public health unit, or the state. “I’ve
been happy to work with those organizations to help them
change and transform their business model and the way they
practice and are organized as a way to meet the market
demands and funding,” Greenstein said. “I think that when we
look at any of these attributes that are unique, they are more
common than we think. It’s a matter of coming together with a
shared vision and some shared objectives, and really being
honest and working hard together to accomplish those objec-
tives.” 

Although, they have similar objectives and philoso-
phies, Greenstein is not sure how similar his methodology or
style as a leader or manager will be to Levine’s. “My concern
is not about trying to fit into a groove or a mold; it’s about lead-
ing the way that I’ve been schooled and brought up around
with my personal values,” he said. In one thing he is steadfast-
ly different. After two and a half years, Levine admitted to
cheering for the LSU Tigers except when they play his Alma
Mater, the University of Florida. Before even formally begin-
ning his job at DHH Greenstein said he can take that a step
further. “Not only am I excited about rooting for the Tigers, but
I am also extremely excited about rooting against the Gators,”
he said. That will probably win him a few friends here.v
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Overview
The American Recovery and Reinvestment Act of 2009 (ARRA)

was signed into law in February 2009. Part of the multi-billion dol-

lar legislation, the Health Information Technology for Economic

and Clinical Health (HITECH) Act allocates $19 billion to encour-

age the adoption of information technology by healthcare providers.

Under the provisions of ARRA, the Centers for Medicare and

Medicaid Services (CMS) has established programs under

Medicare and Medicaid to provide incentive payments to acceler-

ate the adoption of healthcare information technology (HIT). In

the process of rule-making to develop and implement these incen-

tive programs, CMS has recently published the "final rule" — a

864-page document. 

After long deliberations, CMS published the "final rule" to

implement certified EHR technology in an effort to improve

quality, safety, and efficiency of care. This extensive document

will guide incentive payments to eligible professionals (EPs),

eligible hospitals, and critical access hospitals (CAHs) partic-

ipating in Medicare and Medicaid programs. This final rule

sets forth the definition of “meaningful use of certified elec-

tronic health record (EHR) technology.” Health care organ-

izations and providers can now exploit the incentives to

adopt HIT because we can successfully demonstrate

“meaningful use” of certified EHR technology now that

the operational definition of "meaningful use" of HIT has

finally been clarified. 

What is Meaningful Use? 
In sections 1848(o)(2)(A) and 1886(n)(3)(A) of the

Act, Congress identified the broad goal of expanding

the use of EHRs through the term meaningful use.

Based on public and stakeholder input, CMS offered

a phased approach to the operational definition of

meaningful use. The phased approach encompasses

criteria that 1) are reasonable 2) based on both cur-

rently available technology capabilities and

provider practice experience, and 3) build up to a

more robust definition of meaningful use. The

HITECH Act acknowledges the need for balance

while providers and hospitals are transitioning to

EHRs. By granting the Department of Health and

Human Services (DHHS) Secretary the discre-

tion to require more stringent measures of

meaningful use over time, the criteria for incen-

tive payments may be a moving target. 

Under this phased approach, CMS intends to

update the criteria of meaningful use through

future rulemaking. The initial meaningful

use criteria are referred to as “Stage 1.” It is

anticipated that there would be two more

updates. It is expected that CMS will

update the meaningful use criteria on a

biennial basis, with announcements about

the Stage 2 and 3 criteria released by the

end of 2011 and 2013 respectively. 

According to CMS, the stages represent

a graduated approach to arriving at the ultimate goal of meaningful

use of HIT. The "Stage 1" criteria for meaningful use include both a

core set and a menu set of objectives. Measures specific for eligible

professionals and hospitals are discussed later in this article. For an

EP to qualify for the program, the EP must complete 20 out of the

25 objectives. Fifteen core objectives are required, and the remain-

ing five objectives may be chosen from the menu set of ten addition-

al objectives.  

Who is an Eligible Professional?
Medicare Eligible Professionals:

Medicare defines an eligible professional (EP) as a:

• Doctor of medicine or osteopathy

• Doctor of dental surgery or dental medicine

• Doctor of podiatric medicine 

• Doctor of optometry 

• Chiropractor and a doctor who is legally authorized to practice

their profession under State law. 

EPs who are meaningful EHR users during the relevant EHR report-

ing period are entitled to an incentive payment amount. The incen-

tive payment is subject to an annual limit that is roughly equivalent

to 75% of the provider’s annual charges.  

Medicaid Eligible Professionals:

Medicaid defines an EP somewhat differently as a: 

• Physician

• Nurse practitioner

• Certified nurse-midwife 

• Dentist

• Physician assistant who practice in a Federally Qualified Health

Center or rural health clinic led by a physician assistant.  

For Medicaid EPs, the general rule (subject to the two exceptions

listed below) is that the EP must have at least 30% of their patient

volume receiving Medicaid.

Qualifying Patient Volume Threshold

for Medicaid EHR Incentive Program

Source: Centers for Medicare & Medicaid Services

One-Time Switch Policy:
The American Medical Association coined the term "one-time

switch policy" to define the limitations of an EP to switch between

Medicare and Medicaid incentive program. EPs are permitted to

switch participation between the Medicare and Medicaid incentive

programs only one time, only after receiving at least one EHR

incentive payment, and only for a payment year before 2015.
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This option of switching from one program to another gives rise to

the question regarding payment adjustment. What if an EP who

began in the Medicare incentive program and then switched to

Medicaid, then stopped meaningfully using the certified EHR? The

Medicaid program does not have the payment adjustments that

apply, beginning in 2015, in the Medicare program. The explanation

from CMS was that all Medicare providers will have a payment

reduction in 2015 if they are not demonstrating meaningful use,

regardless of whether they participate in the Medicare or Medicaid

EHR incentive program.

Who is Not Eligible?
Hospital-based EPs who furnished at least 90% of their services in a

“hospital setting” in the year before the incentive payment year are

not eligible for either the Medicare or the Medicaid incentive pro-

grams. Therefore, hospitalists, anesthesiologists, and radiologists

employed by acute care hospitals will not qualify. In order for the

health care organization to qualify, each salaried provider must con-

form to this transformation.

The Continuing Extension Act of 2010 modified the definition of a

hospital-based EP as performing substantially all of their services in

an inpatient hospital setting or emergency room. In light of the

Continuing Extension Act of 2010, CMS defines a hospital based EP

if more than 90% of the EP's Medicare (or Medicaid) services are

provided in the following two place of service (POS) codes for

Health Insurance Portability and Accountability Act (HIPAA) stan-

dard transactions: 21—Inpatient Hospital, 23—Emergency Room. 

According to Medicaid eligibility criteria, anyone who does not

meet the minimum 90-day patient volume threshold except the EPs

who practice predominantly in a Federally Qualified Healthcare

Center (FQHC) or Rural Health Clinic (RHC) – 30% “needy indi-

vidual” patient volume threshold.

What are the 15 Core Measures? 
Core Measure 1

Objective: Use Computerized Provider Order Entry (CPOE) for

medication orders directly entered by any licensed healthcare pro-

fessional who can enter orders into the medical record per state,

local, and professional guidelines

Measure: More than 30% of unique patients with at least one med-

ication in their medication list seen by the EP have at least one med-

ication order entered using CPOE

Core Measure 2

Objective: Implement drug-drug and drug-allergy interaction checks

Measure: The EP has enabled this functionality for the entire EHR

reporting period

Core Measure 3

Objective: Generate and transmit permissible prescriptions electronically (eRx)
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Measure: More than 40% of all permissible prescriptions written by

the EP are transmitted electronically using certified EHR technology 

Core Measure 4

Objective: Record demographics such as preferred language, race,

gender, ethnicity, and date of birth

Measure: More than 50% of all unique patients seen by the EP have

demographics recorded as structured data

Core Measure 5

Objective: Maintain an up-to-date problem list of current and active

diagnoses

Measure: More than 80% of all unique patients seen by the EP have

at least one entry or an indication that no problems are known for the

patient recorded as structured data.

Core Measure 6

Objective: Maintain active medication list

Measure: More than 80% of all unique patients seen by the EP have

at least one entry (or an indication that the patient is not currently

prescribed any medication) recorded as structured data

Core Measure 7

Objective: Maintain active medication allergy list

Measure: More than 80% of all unique patients seen by the EP have

at least one entry (or an indication that the patient has no known

medication allergies) recorded as structured data

Core Measure 8

Objective: Record and chart changes in vital signs: height, weight,

blood pressure, calculate and display BMI, and plot and display

growth charts for children 2-20 years, including BMI

Measure: For more than 50% of all unique patients age 2 and over

seen by the EP; height, weight and blood pressure are recorded as

structured data

Core Measure 9

Objective: Record smoking status for patients 13 years old or older

Measure: More than 50% of all unique patients 13 years old or older

seen by the EP have smoking status recorded as structured data

Core Measure 10

Objective: Implement one clinical decision support rule relevant to

specialty or high clinical priority along with the ability to track com-

pliance that rule

Measure: Implement one clinical decision support rule

Core Measure 11

Objective: Report ambulatory clinical quality measures to CMS or

the states

Measure: For 2011, provide aggregate numerator, denominator, and

exclusions through attestation as discussed in section II(A)(3) of this
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final rule. For 2012, electronically submit the clinical quality meas-

ures as discussed in section II(A)(3) of this final rule

Core Measure 12

Objective: Provide patients with an electronic copy of their health

information (including diagnostic test results, problem list, medica-

tion lists, medication allergies), upon request

Measure: More than 50% of all patients of the EP who request an

electronic copy of their health information are provided it within 3

business days

Core Measure 13

Objective: Provide clinical summaries for patients for each office

visit

Measure: Clinical summaries provided to patients for more than

50% of all office visits within 3 business days

Core Measure 14

Objective: Capability to exchange key clinical information (for

example, problem list, medication list, medication allergies, diag-

nostic test results) among providers of care and patient authorized

entities electronically

Measure: Performed at least one test of certified EHR technology's

capacity to electronically exchange key clinical information

Core Measure 15

Objective: Protect electronic health information created or main-

tained by the certified EHR technology through the implementation

of appropriate technical capabilities

Measure: Conduct or review a security risk analysis per 45 CFR

164.308 (a)(1) and implement security updates as necessary and cor-

rect identified security deficiencies as part of its risk management

process

What are the Additional Menu

Set Objectives and Measures? 

Additional Menu Set Measure 1

Objective: Implement drug formulary checks

Measure: The EP has enabled this functionality and has access to at

least one internal or external drug formulary for the entire EHR

reporting period

Additional Menu Set Measure 2

Objective: Incorporate clinical lab test results into certified EHR

technology as structured data

Measure: More than 40% of all clinical lab tests results ordered by

the EP during the EHR reporting period whose results are either in a

positive/negative or numerical format are incorporated in certified



EHR technology as structured data

Additional Menu Set Measure 3

Objective: Generate lists of patients by specific conditions to use for

quality improvement, reduction of disparities, research, or outreach

Measure: Generate at least one report listing patients of the EP with

a specific condition

Additional Menu Set Measure 4

Objective: Send reminders to patients per patient preference for pre-

ventive/ follow up care

Measure: More than 20% of all unique patients 65 years or older or

5 years old or younger were sent an appropriate reminder during the

EHR reporting period

Additional Menu Set Measure 5

Objective: Provide patients with timely electronic access to their

health information (including lab results, problem list, medication

lists, medication allergies) within four business days of the informa-

tion being available to the EP

Measure: More than 10% of all unique patients seen by the EP are

provided timely (available to the patient within four business days of

being updated in the certified EHR technology) electronic access to

their health information subject to the EP’s discretion to withhold

certain information

Additional Menu Set Measure 6

Objective: Use certified EHR technology to identify patient-specif-

ic education resources and provide those resources to the patient if

appropriate

Measure: More than 10% of all unique patients seen by the EP are

provided patient-specific education resources

Additional Menu Set Measure 7

Objective: The EP who receives a patient from another setting of

care or provider of care or believes an encounter is relevant should

perform medication reconciliation

Measure: The EP who performs medication reconciliation for more

than 50% of transitions of care in which the patient is transitioned

into the care of the EP

Additional Menu Set Measure 8

Objective: The EP who transitions their patient to another setting of

care or provider of care or refers their patient to another provider of

care should provide summary of care record for each transition of

care or referral

Measure: The EP who transitions or refers their patient to another

setting of care or provider of care provides a summary of care record

for more than 50% of transitions of care and referrals

Additional Menu Set Measure 9

Objective: Capability to submit electronic data to immunization reg-

istries or Immunization Information Systems and actual submission

in accordance with applicable law and practice

Measure: Performed at least one test or certified EHR technology's

capacity to submit electronic data to immunization registries and fol-

low up submission if the test is successful (unless none of the immu-

nization registries to which the EP submits such information have

the capacity to receive the information electronically)

Additional Menu Set Measure 10

Objective: Capability to submit electronic syndromic surveillance

data to public health agencies and actual submission in accordance

with applicable law and practice

Measure: Performed at least one test of certified EHR technology's

capacity to provide electronic syndromic surveillance data to public

health agencies and follow-up submission if the test is successful

(unless none of the public health agencies to which an EP submits

such information have the capacity to receive the information elec-

tronically)

How the Reporting on Clinical Quality

Measures Using EHR will Occur?
ARRA states that that the DHHS Secretary may not require the elec-

tronic reporting of information on clinical quality measures unless

the Secretary has the capacity to accept the information electronical-

ly. Accepting measures may be done on a pilot basis. CMS believes

that it is unlikely that there will be adequate testing and demonstra-

tion of the ability to receive the required transmitted information on

a widespread basis by 2011. 

Clinical Quality Reporting by Medicare EPs
For 2011, CMS proposes that Medicare EPs, eligible hospitals, and

CAHs use an attestation methodology to submit summary informa-

tion to CMS. Clinical quality measures are a condition of demon-

strating meaningful use of certified EHR technology, however, the

attestation may be acceptable, rather than an electronic submission

of actual data. The Medicare EPs, eligible hospitals, and CAHs are

required to attest to the accuracy and completeness of the numera-

tors, denominators, and exclusions submitted for each of the appli-

cable measures, and report the results to CMS for all applicable

patients.

Beginning 2012, CMS proposes that an EP using a certified EHR

technology must submit clinical quality measures electronically for

the Medicare EHR incentive program. If the DHHS Secretary does

not have the capacity to accept the information on clinical quality

measures electronically in 2012, CMS will continue to rely on an

attestation methodology.

Clinical Quality Reporting by Medicaid EPs
State Medicaid Agencies will determine the required elements for

provider attestations for clinical quality measure reporting, subject

to CMS prior approval via the State Medicaid HIT Plan. State

Medicaid HIT Plans submitted to CMS will address how States will

verify use of certified EHR technology to capture and calculate clin-

ical quality measures by Medicaid EPs and eligible hospitals. 

What Should You Know About the Incentive Program?
The regulatory basis for the incentive programs is Title IV of

Division B of ARRA, which established incentive payments to eli-
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gible professionals, eligible hospitals, and critical access hos-

pitals, and Medicare Advantage Organizations to promote the

adoption and meaningful use of interoperable health informa-

tion technology (HIT) and qualified electronic health records

(EHRs). These provisions, together with Title XIII of

Division A of ARRA, may be cited as the Health Information

Technology for Economic and Clinical Health Act (HITECH

Act).

How Much and When? 
According to CMS, in general, the maximum amount of total

incentive payments that an EP can receive under the Medicare

program is $44,000, and $63,750 for the Medicaid program.

For Medicare Eligible Professionals:

Medicare EPs can claim up to $44,000 in 5 years starting in

calendar year (CY) 2011 and ending in CY 2016. An EP is

entitled to an incentive payment for up to 5 years. There will

be no incentive payments made with respect to a year after

2016 which means that if an EP's first claim is in 2012, they

will be able to claim incentive payment for only 4 years. Also,

an EP who does not qualify to receive an EHR-related incen-

tive payment prior to 2015 will not receive any

of these incentive payments.

Section 1848(o)(1)(B) of the Act provides that the incentive

payment for an EP for a given year shall not exceed the fol-

lowing amounts: 

• For the EP's first payment year, $15,000 (or, if the first pay-

ment year is 2011 or 2012, $18,000).

• For the EP's second payment year, $12,000.

• For the EP's third payment year, $8,000.

• For the EP's fourth payment year, $4,000.

• For the EP's fifth payment year, $2,000.

• For any succeeding year, $0.

The following table shows the incentive payment possibili-

ties:

Medicare Incentive Payment Possibilities

Source: Centers for Medicare & Medicaid Services

For Medicare EPs, the HITECH Act defines the incentive

payment amount as, "an amount equal to 75% of the DHHS

Secretary’s estimate…of the allowed charges under this part

of all such covered professional services furnished by the eli-

gible professional during such year." In other words, if

Medicare-allowed charges for all covered professional servic-

es furnished by an EP is $24,000 in the year 2011 and 2012,

the EP should be eligible to receive 75% of that, or $18,000. 

The amount of the annual incentive payment limit for each

payment year will be increased by 10% for EPs who furnish
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more than 50% of their services in an area that is designated as a

geographic health professional shortage area (HPSA). Geographic

HPSAs, have a shortage of health professionals, based on the pop-

ulation-to-provider ratio and other factors. HPSAs are located in

every state, and in both rural and urban areas. A map of Louisiana’s

HPSAs shows that large regions of Louisiana qualify.

For Medicaid Eligible Professionals:

EPs can earn incentive payments for up to five years if they elect to

receive their incentive payment through Medicare. On the other

hand, EPs can earn incentive payments for up to six years if they

elect to receive their incentive payment through Medicaid.

Medicaid EPs can begin to participate in the Medicaid EHR

Incentive Program until 2016.

Medicaid Incentive Payment Possibilities

Source: Centers for Medicare & Medicaid Services

What if an EP Doesn’t Want to

Demonstrate Meaningful Use? 
EPs have until 2014 to demonstrate meaningful use of HIT to

receive an incentive payment.  After 2015, no Medicare EHR incen-

tive payments will be made to EPs. 

Beginning in 2015, payment adjustments (penalties) will take effect

for Medicare EPs. EPs who do not demonstrate that they are mean-

ingful users of certified EHR technology. EPs who do not demon-

strate that they are meaningful users of certified EHR technology

will receive 99% of their fee schedule for their professional servic-

es for 2015; 98% for 2016, and 97% for 2017 and each subsequent

year. 

In addition, if for 2018 and subsequent years the DHHS Secretary

finds that less than 75% of the EPs demonstrate meaningful use of

EHR, additional adjustments can be made down to 95%. Officially,

there are no penalties for not demonstrating meaningful use for

Medicaid EPs. v

Reference:

This article summarizes CMS’ final rule on the Medicaid Electronic

Health Record Incentive Program published as Federal Register /

Vol. 75, No. 144 / Wednesday, July 28, 2010 / Rules and

Regulations. To view the entire rule and requirements link to:

http://www.cms.gov/EHRIncentivePrograms/ 
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ee LeJeune began her career as a staff nurse at Fort Walton Beach Hospital in Florida not long
after completing her program in nursing in 1969 at Our Lady of the Lake Hospital. She returned
to Louisiana in 1973 to work as a staff nurse for West Jefferson Hospital in Marrero. A few
months later she accepted a staff nurse position at Woman's Hospital, where she remained for
24 years. In March 1991, shortly after becoming certified in Nursing Administration, LeJeune was
named Senior Vice President of Patient Care Services/Chief Nurse Executive and served in that
capacity until March 1997.

LeJeune “retired” from Woman's Hospital, to work as a consultant and speaker assisting healthcare organizations
with preparation for Joint Commission accreditation and facilitating leadership training courses and interpersonal
development programs. A little over a year later, she was hired as Chief Nursing Officer/Chief Operating Officer for
what was then Riverview Medical Center in Gonzales. In August 2000, Riverview Medical Center was sold to Our
Lady of the Lake Regional Medical Center and became St. Elizabeth Hospital. LeJeune held the position of Chief
Clinical Officer from 2000-2004, when she was named President and Chief Executive Officer.

LeJeune is currently a member of Rotary Club of East Ascension and a member of the Board of the Louisiana
Hospital Association’s Southeast District where she serves as Treasurer. She is also a member of the Community
Advisory Panel of Ascension, the Voluntary Hospital Association (VHA) Board of Directors, and a member of the
Baton Rouge District Nurses Association, the Louisiana Organization of Nurse Executives, the American
Organization of Nurse Executives, and an active participant with Volunteer Ascension. She belongs to the Our Lady
of the Lake Alumni Association where she served as Vice President from 1998–2000 and as President from
2001–2003. She has been selected to serve on the HOSPPAC Board of the Louisiana Hospital Association for 2010.
LeJeune is an active participant in United Way and has volunteered for Habitat for Humanity, Make a Difference Day,
Junior Achievement, School Tools, and numerous other worthy causes.
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Smith W. Hartley:  St. Elizabeth recently won a Gold
Award from eQHealth Solutions and during your recent
reaccreditation by the Joint Commission it was stated
that you were in the best position you had ever been.
What does that mean to your organization?

Dee LeJeune: The main focus we have is always about
patient quality, patient safety, and patient loyalty. Some
organizations say patient satisfaction, and that’s very
important, but what you really want is the loyalty of those
patients. When you have that as your goal you have to
take the requirements, whether it’s regulatory or other
quality criteria, and constantly work those criteria to be
able to make yourself better. We are always trying to be
better today than we were yesterday.

With the quality award there are four major criteria
that they are looking at and that’s pneumonia, heart
attacks or MIs, congestive heart failure, and ScIP (surgical
site improvement program). So in those four areas every
patient that comes in this hospital should be expected to
get the same criteria treatment and that’s your base. They
may require more, but they should have the basic care.
We’re striving each day. We monitor that, we work with our
medical staff, but it’s your benchmark. That’s part of how
you know you are hitting your targets for quality.

SWH:  What kinds of things do you do to instill this qual-
ity philosophy?

Dee LeJeune: We have performance improvement; we
call it now the quality council. Each department is account-
able for having performance improvement initiatives and

they rotate on a quarterly basis presenting to the council
where they are in their initiative at that time. The council is
made up of board representation, medical staff, and lead-
ership and staff. It’s just a measure. They have certain
action plans, action steps and then we measure. The
progress is posted on our Cornerstones of Excellence
boards throughout the hospital. When they are hitting that
mark, we then decide it’s time to move onto another initia-
tive. So that’s how we measure ourselves. We consider
ourselves on a journey of excellence. I don’t think you ever
get there because you are always striving to excel. In our
health system we have what we call the Franciscan Way of
Excellence. We have a committee here that oversees that.
We use very comprehensive national criteria that we
benchmark with and that we use to measure ourselves.
When we look at this criteria we’ll ask, “How are we mark-
ing, are we making that, is that happening here?”
Sometimes we can say, “Yes, very well,” or “Yes, but we
could do better.” The awards are nice, but we use those
criteria just to be able to keep it on the front burner
because when the staff is aware of the direction in which
we’re heading then we are constantly challenging our-
selves. That’s how we get better.

I also pointed out the State Quality Award. For the
Louisiana Quality Foundation there are three levels with
level III being the highest and that requires a site visit. That
criteria is very stringent; it’s pretty intense. But again, when
you can submit an application and you can feel confident
that you may not have excelled in all, but you’re at least
achieving, you are only raising the bar, because you are
challenging yourself. 
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We call ourselves team members. We did that
intentionally because I’m a team advocate. I’m not a dicta-
tor; I’m a team player, a team leader. You will not find any
of our badges with titles on them, because it’s not about
the title. We each have a different role and it requires
everyone coming here every day as a team and perform-
ing our job responsibilities. At the end of the day it rolls up
and we are achieving our mission. 

When you talk about patient satisfaction we do
use Press Ganey and that is one of the measures that we
use to know how we are doing. There are three different
service lines we have:  inpatient, outpatient, and emer-
gency department. At team member satisfaction we have
excelled. When you talk about 99th, 95th percentile–we’ve
been cruising. At physician satisfaction we have excelled.
But up to three years ago we were not excelling in patient
satisfaction and it was like, “What’s going on here?” So we
finally developed the bus and it became, “What does it
take to be on Ms. Dee’s purple bus?” We’re all happy and
physicians are all happy, but the patients are saying we
have some opportunities here. So we started our journey
really focusing, working with Press Ganey. We formed
committees with the staff, because that’s who the patients
see and the families see. Then we outlined what the
expectations of each of the team members were. What

does it take to be on that bus? Our patient satisfaction was
in the upper 50th and lower 60th percentile in 2008. In
2009 we went from the 63rd percentile to the 92nd per-
centile. This year, we haven’t gotten our final number, but
from what we’re seeing for inpatient we are probably going
to be at the 93rd percentile and the emergency department
and outpatient in the 94th percentile. Press Ganey notified
us that we are one of eight hospitals out of 1600 in their
database for this time period that will have achieved the
top decile in all three areas. That’s marked improvement,
but I think again it goes back to the culture of everybody
understanding the expectations and what does it take to
ride on the bus? It’s a great journey.

Our board is phenomenal. We have community
leaders, we have a women’s advisory council. We also
started, two years ago, a patient loyalty council and we
have previous patients who serve on the council because
the voice of the customer is so important. That helps to
keep us honest. What’s really interesting, one of these pre-
vious patients that’s on the council was in Wal-Mart one
day and when family members come in with an emergency
department patient they get a sticker, because we have to
limit the number of people that go back there. This person
had forgotten to take their sticker off and this patient on the
loyalty council saw it and goes up to her, introduces herself



and says, “I see you must have somebody at St. Elizabeth.
I serve on a committee there because the hospital wants to
make sure they are doing everything they can to take the
best care of the patients. Would you mind telling me how
your stay was?” Really it was those people on the council
that worked with us to identify what we needed to do in that
outpatient area. They also gave us a list of things to do and
don’t you know, we saw them walking through here one
day to follow up to see if we were serious! When you have
patients willing to come in and serve on a committee with
you, that’s how you keep getting better, that’s what
improves your quality.

SWH:  How many people are on that council?

Dee LeJeune:  We have three. What we did, we focused
on age groups. We had two, but then we started noticing
on our patient satisfaction surveys, because we read every
survey that comes back to us, there was an age group of
25 to 35 that we weren’t always hitting the mark with. We
have now added a patient in that age group. We were
going to rotate them, but the first two don’t want to get off
the council. And we will expand that.

SWH:  I’m curious. Where did you get that idea?

Dee LeJeune: It was really the team’s idea. Because
when you get the right team on the bus, they get ener-
gized. One of the areas where I think we do a good job, Jon
Hirsch and others put out The Voice, our newsletter, every
two weeks. When you are able to put patient testimonials
in there and you highlight it, every time a team member or
a physician is mentioned they get a personal note from us.
That goes a long way. I went into a physician’s office a
while back and I had sent him a letter and it was in a frame
on his wall. One day I saw one of the nurses and she had
gotten a letter from me. I like to send it to their home
because it means an awful lot when they get it and their
family sees it and she said, “Ms. Dee I was so proud I put
my letter right there with the kids’ stuff on the refrigerator.”
It’s all those things that make a difference, but that voice of
the customer, those patients serving has made a tremen-
dous difference. They sit right there with our staff. We do
patient focus groups, but you’ve got to have that voice. Talk
about marketing –it just doesn’t get any better than that.

SWH:  Could you describe the population change in this
community and any challenges to the hospital that may
have resulted?

Dee LeJeune: This community was at about 75,000 in
Ascension Parish before Katrina. Today we are at about
103,000. Immediately after Katrina, of course, there was
just this huge influx of not just patients, but of people. We
housed a number of people at Lamar Dixon. It also brought
a different culture of people, a lot of Spanish-speaking peo-
ple. Many of us just didn’t have those language skills and

it was a challenge. So we offered classes to the staff to
convey the basics on how we could communicate with
these patients and their families. We also had to regroup
as we saw that the people were staying and we had to real-
ly start responding to how we were going to provide that
healthcare, that primary care. What we did do was three
years ago we purchased what was then Lake Ascension
Physicians. Now they are St. Elizabeth Physicians. Our
emphasis has been to respond with adding more primary
care to the community, but also identifying the specialty
services that we needed. We have orthopaedic services,
we have pulmonology services, urology. We are very excit-
ed because on August 2nd we will be opening ENT servic-
es. Our big initiative was how do we respond to this influx
that’s now going to stay? We worked very closely with the
schools. Donald Songy, who is now the former superin-
tendent of schools, is on our board. We work with them
because they are having to add schools every year. We
talk with them about what services are needed there. We
work closely with the parish and the services that are need-
ed there. But the big response was how to meet these
needs? So we have worked very diligently at bringing more
primary care to the community. 

We are expanding. The way we look at it is the
hospital is the hub. Across the boulevard is the primary
care building. In the back part are the specialties. We have
an ambulatory surgery center in the building behind us.
And as a response to the community, cancer services
came up so we did our first joint venture with Mary Bird
Perkins and the cancer center is across the street. But then
we realized that we really needed to take the service out to
the people. So part of our strategic plan was to open a
large primary care clinic in Prairieville. In June of last year
we opened another primary care clinic in Dutchtown. We
will continue to assess on pockets of where we need to
continue to take the services out to the people. We do
annual community surveys and it’s getting very clear to us
that really the patients would prefer not to have to leave the
community unless they must. Because one thing that has
happened, especially post Katrina, is that even travelling to
Baton Rouge right now, depending on what time of day,
you’ve added travel time. It was interesting to me because
of the cancer services. The more we were out in the com-
munity I was hearing stories where people were choosing
not to get treatment because it would require a family
member to go and it was an all day experience. There were
a lot of things that validated us bringing that service here.
We will continue to assess on what services make sense
for us. Now you don’t want to duplicate a lot of your higher
end cost services with our challenges today, but we are 15
or 20 miles from our tertiary hospitals so the focus here is
we want to be a great community hospital.

SWH:  Are there still some specialty needs that haven’t
been met?

Dee LeJeune: Yes. Neurology is a great need. We do not
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have psychiatric inpatient services here so mental
health is a strong challenge, not just here, but in our
state. What happens is we’ll get a patient that will
come in through the emergency department and may
be a PEC (physician emergency commitment) and
we have to find a placement for that patient. That was
another consequence of Katrina; it is even more
challenging because a lot of the services that were in
New Orleans just haven’t reopened. So mental
health is a challenge. We just recently employed in
our practice a psychiatrist that will be coming the first
quarter of the next calendar year. He’ll have a prac-
tice, but we are also going to focus on what kind of
outpatient services we can have. We have had addi-
tional health organizations that have moved here–St.
James Behavioral Hospital is here, so they do some
site services which is very helpful. Ascension Rehab
has opened here, so that’s another avenue for us to
be able to collaborate and work together on it.

SWH:  Can you explain why St. Elizabeth became
involved with the community clinic and what that
means to this hospital?

Dee LeJeune: Absolutely. We were seeing on a reg-
ular basis one of the highest uncompensated care
rates in the state. Patients were accessing our emer-
gency department for primary care because they
don’t have a means to pay. One of our core initiatives
is access. In saying that, we were building and bring-
ing things out to the community, but that was a pop-
ulation that we were identifying as needing addition-
al access. You don’t want to see patients accessing
the emergency department on a continuing basis to
get primary care. It’s like us going to the doctor. The
emergency department is just not a place to do that.
So we partnered with Ascension Parish and what
they have done is helped us with the space in the
health unit and then our Sisters, through a fund, have
given us a grant for us to be able to open the clinic.
We have two nurse practitioners, we have a regis-
tered nurse, and then we have a registration and a
financial person that are there. We take walk-ins, but
we like to try to schedule the patients. But great
things are starting to be noticed as a result. The out-
comes. We had a patient earlier who had accessed
our emergency department 29 times in 12 months
who was a diabetic. That patient has not had to come
back to the hospital since we opened the clinic about
16 months ago. We have another patient with a
chronic lung problem who had accessed the emer-
gency department 26 times and that patient has only
had one episode where they have had to come to the
emergency room in a year. I think the more that we
can see these clinics opening, especially with the
healthcare challenges that we are facing, we are liv-
ing our mission. Our mission is to extend the healing
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ministry of Christ to those most in need and this is a pop-
ulation that certainly has needs. It’s very beneficial to
that patient and I think it will continue to make a big dif-
ference. We are excited about it. 

SWH:  How would you describe your management
style?

Dee LeJeune: Well, I use the team approach. I consid-
er myself the team leader, but it’s a family here. People
need to understand what the expectations are, but if you
keep that mission right there and those core values–I
have to model it every day, I have to lead. But I also
have this philosophy that if you surround yourself with

great people, great things happen and that’s what we
have done. I consider myself blessed to be able to come
here every day. I get energized when I walk in this hos-
pital because we have certainly taken it a long, long way.
We have a medical staff that is phenomenal; they are on
board, they understand, they want to be in a community
environment. I do hold people accountable and they
understand that, but I also work very hard at acknowl-
edging them and at reward and recognition. A long time
ago I had a nurse friend of mine who quoted Ralph
Waldo Emerson and I have never forgotten it. She said,
“When you know that someone has breathed easier
because you have lived, that is to have succeeded,” and
that is what we do here. I look at my responsibilities as
being to the team members. I do things like send about

1,500 to 2,000 cards out a year, personal, handwritten
cards, and birthday cards to everyone—medical staff,
team members—and that little thing can make the
biggest difference. After Katrina, one evening I was mak-
ing rounds, because I love to make rounds, and I saw
one of our new environmental team members who was
here as a Katrina victim. As I approached her and said,
“Hi how are you doing?” she started to cry. I said, “Oh my
gosh, what is the matter?” She said, “Ms. Dee I am 51
years old. I got my birthday card from you and that is the
first time I have ever gotten a birthday card.” So you
never know what those little things do. 

We have a great team. As I said earlier, it’s not
about the titles, but it’s understanding that we are all

here for the common cause.
Now, people have to have the
criteria to ride on that bus. If
they are here just to make
money and to pick up a check,
that’s not the idea, that’s the
reward. It requires everyone to
be competent, but you know
competency is expected. What
we really need in healthcare is
to ensure that we have people
here who are caring and com-
passionate. So what I do is
lead by treating them with
respect and valuing them. The
results are very evident as to
what has happened. We cele-
brate a lot because I think we
have five core values and to
me, the sixth hidden value is
fun. Healthcare is challenging
because you are dealing with
people who are not at their
best. They are troubled, they
are scared, they are fearful of
the unknown. I call it having to
be on stage all the time. You

have to wear that smile. When we talk about the hospi-
tal to smile about, there’s a story of how that came
about, but the team members said, “We don’t want to
lose that.” When you put a smile on your face, you may
not see it, but you see everyone else’s and it makes a
difference. So it’s holding them accountable, but valuing
them, appreciating them, and having celebrations. We
celebrate a lot. You have to be able to thank them for the
job that they do. I look at them as family so I treat them
like family and it’s a great experience. 

SWH:  So what’s next for you?

Dee LeJeune:  For me? You know I just want to contin-
ue to work with this team and the community to make

Some of Dee LeJeune's team members: Cynthia Shelton,
Sherri Simpson, Paula Gabriel and Chad Madere.
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this the best that it can be. I really don’t know where
I’ll go after this, but I know it’s not time yet unless
God has a different plan. I take each day, and I try to
communicate this–each day is a gift. And my chal-
lenge, and I challenge everyone else, is to take that
day and make sure you use it wisely. When I finished
nursing, I will never forget the quotation we came up
with, and it’s always here with me. “I have no yester-
days. Time took them away. I may not have tomor-
row, but I have today.” That’s how I live. So if I can
come in this hospital and put a smile on my face and
touch the life of another human being and know I’ve
made a difference, then that’s what I will do. And
even whenever I leave here I hope that God has
planned for me to continue to do that. I love people
and I like helping them to make a difference. I think
you’ll find with my team that I just get energized. My
husband’s been retired for seven years and I just
love coming here. I really do. 

I came here as a consultant to help get them
ready for Joint Commission and what really interest-
ed me were the people. You could tell they were just
tired. When we became St. Elizabeth ten years ago,
that was the sixth sale in fourteen years and we have
people here who went through every one of those
sales. So you could tell the people, they were good
people; it was just a lack of leadership because
every time the hospital was sold a whole new team
of leaders came in. So to see this hospital today and
to feel it…I make rounds frequently and just the pride
you can see from our team and the feedback from
the community. We are very involved in the commu-
nity and I think that’s worth mentioning because that,
too, helped with the turning point. Any time there’s an
activity going on you are going to see St. Elizabeth
as a presence. I think that was so important for this
community to see that we are their community hos-
pital. The reputation of the hospital was challenged
for a while, but it takes everybody on that bus every
day understanding what we’re about and then cele-
brating those successes. On August 19th it will be
ten years. This will be the first time this hospital will
have had a five-year and ten-year service banquet.
Five years ago when we had our five-year banquet,
that was the first time team members who had been
here since 1986 had ever got a service award pin
because they had never been with the same compa-
ny for five years. 

The key thing is your team. You have your
board, you have your medical staff, and you have
your team members. And then the community.
You’ve got to have the support of your community.
This community is a great community and this fami-
ly is just wonderful. A culture of an organization 
will determine its success. I really believe
that. v
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man’s fortress is his home, but age, ill-
ness, and disability can turn that
fortress into a prison. When access,

mobility, and independence become a challenge, the logical
move for some is to seek the security and sociability of an
assisted living center or nursing home. For others, the idea
of leaving their home is truly more than they can bear and
they make the decision to “age in place.” There is an abun-
dance of resources out there to facilitate this decision, such
as home health agencies, nursing care, sitters, and medical
equipment designed for the home, some of it even covered
by Medicare and/or Medicaid. However, there’s another
lesser known resource that can radically affect safety
and access issues in the home—the local building
contractor.  

There has been a trend over the last few years for home-
builders to become Certified Aging in Place Specialists
(CAPS), a program developed by the National Association of
Home Builders, AARP, and the Occupational Therapist
Association. Through the program, contractors receive train-
ing on how to assess and modify homes for the elderly and
disabled in order to make them more comfortable and safe.
They are taught to work with input from occupational and
physical therapists as well as qualified health professionals
and support coordinators or case managers. They also learn
the importance of design in their approach. “The program
helps to deal with the tenderness of the situation, what’s best
for the person receiving the project, understanding the flow
of the home, and what the goals are,” said Kevin Jones,
Chairman of the Capital Region Builder’s Association

by: Philip Gatto

AGING
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Exterior
• Low-maintenance exterior (vinyl, brick) 
• Low-maintenance shrubs and plants 
• Deck, patio, or balcony surfaces are no more than ½ inch
below interior floor level if made of wood 
Overall Floor Plan
• Main living on a single story, including full bath 
• No steps between rooms/areas on the same level 
• 5-foot by 5-foot clear/turn space in living area, kitchen, a
bedroom, and a bathroom 
Hallways
• Minimum of 36 inches wide, wider preferred 
• Well lit 
Entry
• Accessible path of travel to the home 
• At least one no-step entry with a cover 
• Sensor light at exterior no-step entry focusing on the front-
door lock 
• There needs to be 32 inches of clear width, which requires
a 36-inch door 
• Non-slip flooring in foyer 
• Entry door sidelight or high/low peep hole viewer; sidelight
should provide both privacy and safety 
• Doorbell in accessible location 
• Surface to place packages on when opening door 
Thresholds
• Flush preferable 
• Exterior maximum of ½ inch beveled 
• Interior maximum of ¼ inch 
Interior Doors
• There needs to be 32 inches of clear width, which requires
a 36-inch door 
• Levered door hardware 
Windows
• Plenty of windows for natural light 
• Lowered windows or taller windows with lower sill height 
• Low maintenance exterior and interior finishes 
• Easy to operate hardware 
Garage or Carport
• Covered carports and boarding spaces 
• Wider than average carports to accommodate lifts on vans
• Door heights may need to be nine feet to accommodate
some raised roof vans 
• Five-foot minimum access aisle between accessible van
and car in garage 
• If code requires floor to be several inches below entrance
to house for fume protection, can slope entire floor from
front to back to eliminate need for ramp or step 
• Ramp to doorway if needed 

(CRBA) Remodeler’s Council. “It’s really not just about
the construction; it’s about the personal relationship and
giving the attention that the project needs and that the
recipient would need.”

The Remodeler’s Council is a local, non-profit organiza-
tion representing vendors, realtors, attorneys, builders
and remodelers, electricians, and plumbers. About half of
the members are CAPS trained. The council promotes
the training, which not only addresses modifications rec-
ommended by the AARP, but also explores design issues
and encourages sensitivity and understanding when deal-
ing with elderly and disabled clients. The council takes on
many charitable projects in the community, including work
for the Alzheimer’s Center, Belaire Elementary Library,
Children’s Miracle Mansion, and local citizens with critical
needs, said Tom Ashley, Chairman of the CRBA Board.
However it also offers a pool of contractors who have had
specific training for this type of work. These contractors
work with health care case managers and occupational
and physical therapists on modifying the homes of people
who are aging or suffering physical challenges, said
Ashley. Simple changes like adding slip prevention meth-
ods in bathrooms, installing accessible showers, widen-
ing doors, or adding voice controlled thermostats can
make a tremendous difference. Not only can they make it

Gerald and Priscilla Hebert



possible for people to remain in their homes safely, but they
can contribute to the independence and self esteem of
those homeowners. There are undoubtedly a lot of people
out there who can build a ramp or install a grab rail, but the
advantage to finding a CAPS builder is the assurance that
he/she has the knowledge to do the right work correctly.
“The problem we were having,” said Ashley, “was that peo-
ple were assessing these situations and telling people
where to put grab bars and there might not be a stud
behind it or there were pipes that could be damaged.”
When people contact the CRBA or NHBA, they are provid-
ed with a list of CAPS builders or remodelers in the area,
but it is the client that makes the ultimate choice of who to
use, emphasized Ashley. “Each one might have a different
outlook on how to modify a home to accomplish the same
goal.” 

The Aging and Disability Resource Center at the Capital
Area Agency on Aging indicated that the most commonly
requested modifications from their callers include:  ramps
for entry and exit, widening doors to allow access to bath-
rooms, grab bars near toilets and in tubs, and accessible
showers/tubs. Other common modifications include lower-
ing counter tops, installing full extension drawers, adding
“right height” toilets, installing increased and automatic
lighting, substituting voice operated thermostats, designing
doors that move out of the way, eliminating level changes
from room to room, and keeping the main living spaces
(kitchen, master bedroom, bathroom) to one level. These
types of changes fall under a new approach of universal
design, which means house components and layout do not
confirm to an industry standard, but instead are designed to
accommodate everyone in the family from the very young
to the very old. 

This new focus on design has made a big difference in the
industry. In the past, modifications to accommodate the eld-
erly or disabled could appear institutional. Clients would
hesitate to make the changes in their homes, said Ashley,
because they were unsightly and made it obvious the per-
son was struggling. Now, things like curbless showers with
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About ninety percent of those
sorts of home modifications are
paid for out of the homeowner’s
pocket. —Dr. Sandra Guthans

When you leave a project like
that you feel like you’ve provid-
ed somebody some comfort.
—Tom Ashley

• Handrail if steps 
Faucets
• Lever handles or pedal-controlled 
• Thermostatic or anti-scald controls 
• Pressure balanced faucets 
Kitchen and Laundry Counters
• Wall support and provision for adjustable and/or varied height
counters and removable base cabinets 
• Upper wall cabinetry three inches lower than conventional
height 
• Accented stripes on edge of countertops to provide visual ori-
entation to the workspace 
• Counter space for dish landing adjacent to or opposite all
appliances 
• Base cabinet with roll out trays and lazy susans 
• Pull-down shelving 
• Glass-front cabinet doors 
• Open shelving for easy access to frequently used items 
Appliances
• Easy to read controls 
• Washing machine and dryer raised 12 to 15 inches above
floor 
• Front loading laundry machines 
• Microwave oven at counter height or in wall 
• Side-by-side refrigerator/freezer 
• Side-swing or wall oven 
• Raised dishwasher with pushbutton controls 
• Electric cook top with level burners for safety in transferring
between the burners, front controls and downdraft feature to
pull heat away from user; light to indicate when surface is hot 
Miscellaneous
• 30-inch by 48-inch clear space at appliances or 60-inch diam-
eter clear space for turns 
• Multi-level work areas to accommodate cooks of different
heights 
• Open under-counter seated work areas 
• Placement of task lighting in appropriate work areas 
• Loop handles for easy grip and pull 
• Pull-out spray faucet; levered handles 
• In multi-story homes, laundry chute or laundry facilities in
master bedroom 
Bathroom
• Wall support and provision for adjustable and/or varied height
counters and removable base cabinets 
• Contrasting color edge border at countertops 
• At least one wheelchair maneuverable bath on main level
with 60-inch turning radius or acceptable T-turn space and 36-
inch by 36-inch or 30-inch by 48-inch clear space 
• Bracing in walls around tub, shower, shower seat, and toilet
for installation of grab bars to support 250 - 300 pounds 
• If stand-up shower is used in main bath, it is curbless and
minimum of 36 inches wide 
• Bathtub - lower for easier access 
• Fold down seat in the shower 
• Adjustable/ handheld showerheads, 6-foot hose 
• Tub/Shower controls offset from center 
• Shower stall with built-in antibacterial protection 
• Light in shower stall 
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built-in seats, subtle changes to the heights of toilets and
counters, pocket doors, and stylish grab bars can make the
changes barely noticeable and will not affect the resale of
the home. They might even add to a home’s value as the
concept of universal design catches on, indicated Ashley.
Some people who are building new homes with an eye to
the future are even opting to put these features in before
they are really needed. Ashley anticipates a growing
demand for these types of modifications as our population
ages.

While the council does a fair amount of charitable work, any-
one that has ever had work done on their home knows it can
be expensive. So how does one pay for these modifica-
tions? “About ninety percent of those sorts of home modifi-
cations are paid for out of the homeowner’s pocket,” said Dr.
Sandra Guthans of the Department of Health and Hospitals
Office of Aging and Adult Services. However, there is limit-
ed funding available through a variety of sources. Medicare
does not cover home modifications but will help pay for
durable medical equipment like hospital beds and wheel-
chairs for home use. Those who qualify for Medicaid can
also receive some home modification money through the
department’s waiver programs, said Guthans. The waivers
mean a person who would normally qualify for institutional

• Toilet 2 ½ inches higher than standard toilet (17 to 19 inches)
or height-adjustable 
• Design of the toilet paper holder allows rolls to be changed
with one hand 
• Wall-hung sink with knee space and panel to protect user
from pipes 
• Slip-resistant flooring in bathroom and shower 
Stairways, Lifts, and Elevators
• Adequate hand rails on both sides of stairway, 1 ¼-inch diam-
eter 
• Increased visibility of stairs through contrast strip on top and
bottom stairs, color contrast between treads and risers on
stairs and use of lighting 
• Multi-story homes may provide either pre-framed shaft (ie.
stacked closets) for future elevator, or stairway width must be
minimum of 4 feet to allow space for lift 
• Residential elevator or lift 
Ramps
• Slope no greater than one inch rise for each 12 inches in
length, adequate handrails 
• Five-foot landing provided at entrance 
• Two-inch curbs for safety 
Storage
• Adjustable closet rods and shelves 
• Lighting in closets 
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• Easy open doors that do not obstruct access 
Electrical, Lighting, Safety, and Security
• Light switches by each entrance to halls and rooms 
• Light receptacles with at least two bulbs in vital places (exits,
bathroom) 
• Light switches, thermostats, and other environmental controls
placed in accessible locations no higher than 48 inches from
floor 
• Electrical outlets 15 inches on center from floor; may need to
be closer than 12 feet apart 
• Clear access space of 30 inches by 48 inches in front of
switches and controls 
• Rocker or touch light switches 
• Audible and visual strobe light system to indicate when the
doorbell, telephone or smoke or CO2 detectors have been acti-
vated 
• High-tech security/intercom system that can be monitored,
with the heating, air conditioning, and lighting, from any TV in
the house 
• Easy-to-see and read thermostats 
• Pre-programmed thermostats 
• Flashing porch light or 911 switch 
• Direct wired to police, fire, and EMS (as option) 
• Home wired for security 
• Home wired for computers 
Flooring
• Smooth, non-glare, slip-resistant surfaces, interior and exteri-
or 
• If carpeted, use low (less than ½ inch high pile) density, with
firm pad 
• Color/texture contrast to indicate change in surface levels 
Heating, Ventilation, and Air Conditioning
• HVAC should be designed so filters are easily accessible 
• Energy-efficient units 
• Windows that can be opened for cross ventilation, fresh air 
Energy-Efficient Features
• In-line framing with two by six studs spaced 24-inch on center 
• Air-barrier installation and sealing of duct work with mastic 
• Reduced-size air conditioning units with gas furnaces 
• Mechanical fresh air ventilation, installation of air returns in all
bedrooms and use of carbon monoxide detectors 
• Installation of energy efficient windows with Low-E glass 
Reduced Maintenance/Convenience Features
• Easy to clean surfaces 
• Central vacuum 
• Built-in pet feeding system 
• Built-in recycling system 
• Video phones 
• Intercom system 
Other Ideas
• Separate apartment for rental income or future caregiver 
• Flex room that can used as a nursery or playroom when the
children are young and as a home office later; if combined with
a full bath, room could also be used for an aging parent/aging
in place 
Source: NAHB Research Center, www.toolbase.org 

care, is waiving their right to that and instead accepting
some manner of home and/or community-based care. “In
the case of our office, it usually means that the care they are
waiving is nursing facility care because our clients are elder-
ly,” said Guthans. Other waivers are available, but are man-
aged by DHH’s Office for Citizens with Developmental
Disabilities. “Our waivers are pretty much aimed at people
who are elderly or who have a disability with an adult onset,
so we are also serving people with multiple sclerosis or trau-
matic spinal cord injury and that kind of thing, who are not
elderly,” said Guthans. The waiver provides a $3000 lifetime
benefit that can be spent to make adaptations to the home
in order to allow them to stay there. It can be building ramps,
modifying bathrooms, adding grab bars, widening door-
ways, whatever that particular home needs. “It’s only once
and it’s only $3000, so it’s not a lot,” said Guthans. “Also,
they have to meet the same financial eligibility requirements
that they would have to meet to get Medicaid to pay for a
nursing home.” Contractors that conduct this work also have
to be enrolled in Medicaid, basically certifying that they are
willing to do the kind of work that Medicaid pays for and are
willing to accept the kind of prices that Medicaid pays. A sup-
port coordinator or case manager assigned to a waiver client
will help assess what needs to be done to enable them to
stay home and supply them with a list of the people in their
community that are licensed and enrolled to conduct that
type of work.

The Capital Area Agency on Aging’s Disability Resource
Center also admits there is very little public or charitable
assistance with funding for home modifications and most
people will have to pay for modifications themselves. Some
of their suggested resources include:
• Community Block Grant Funds – offered by different agen-
cies depending upon parish and usually have some funding
to assist low income home owners with home repairs and
modifications.
•  (LATAN) Loan Program – LATAN is a 501(c)(3) statewide
nonprofit organization that connects individuals with disabil-
ities and older persons to the Assistive Technology (AT) that
enables independence in employment, school, and commu-
nity living. LATAN's Assistive Technology Financial Loan
Program assists people with disabilities purchase assistive
technology through a special loan program. The reduced-
interest, fixed-rate, extended-term loan program is open to

The program helps to deal with
the tenderness of the situation,
what’s best for the person
receiving the project, under-
standing the flow of the home,
and what the goals are. –Kevin Jones
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any individual with a disability residing in the State of
Louisiana. LATAN and its funding partner, Regions
Bank, will make reduced-interest, extended term loans
from $500 up to $50,000, depending on the cost of the
adaptive equipment and demonstrated ability to repay
the debt. Any device or equipment that improves or
maintains the independence of a person with a disabil-
ity is eligible for a loan under this program, including
adaptive home modifications such as ramps and
power lifts, environmental control units (ECU), adap-
tive mobility products. 
• Easter Seals – sometimes has grants available, but
often limited by age, income, or geographic restric-
tions.
• Veterans Affairs Grants –
Specially Adapted Housing (SAH) Grant for veterans
and service members with specific service-connected
disabilities. 
Home Improvements and Structural Alterations (HISA)
Grant – for both service-connected and non-service-
connected disabilities. 
• U.S. Dept. of Agriculture Rural Development loans
and grants – for those who live in a rural area and
meet certain financial eligibility requirements.
• Home loans and reverse home mortgages.
• Some insurance policies or workman’s compensation
programs may help pay for modifications if a disability
is the result of an accident. In addition, certain long
term care policies cover home modifications that delay
entry into an assisted living or nursing facility.

The CAAA also noted that some charitable, civic, or
church groups build ramps. This varies widely and
some build only for members. If a client contacts a
builder, but can’t afford the work, said Ashley, they are
referred to some of these programs that can help.
Occasionally council members will take on a project to
help a citizen in severe need such as remodeling the
home of a local citizen who lost his legs while trying to
change a stranger’s tire on the interstate. 

While there is obviously money to be made as these
design trends catch on and as more baby boomers
decide to age in place, Ashley stresses that CAPS
work has its own rewards; that it feels good to improve
somebody’s quality of life. “When you walk out of a
project like that, it’s more than just, ‘Oh the granite
looks nice.’ It’s ‘I can move around my kitchen, I can
pull the cabinets out, I can use my own bathroom, I
can get up and down on my own.’ When you leave a
project like that you feel like you’ve provided some-
body some comfort.” v

Sources: Capital Area Agency on Aging; Department of Health and Hospitals,
Office of Aging & Adult Services; Capital Region Builder’s Association; Fagan,
Lisa Ann, MS, OTR/L, and Cabrera, Cheri, OTR, “Funding for Home
Modifications & Programs,” www.nahb.org/generic.aspx?
genericContentID=89799; Peterson, Mary, Top Ten Trends to Follow for Aging in
Place, www.mjpdesign.com; “CAPS: Certified Aging in Place Specialists!”
ConstructionDeal.com Update, www.constructiondeal.com/blog /2007/08/caps-
certified-aging-in-place.html.
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STATE
DHH: 361 Oil Spill
Exposure-Related Cases
Three hundred and sixty-one oil spill exposure-
related cases have been reported to the
Louisiana Department of Health and
Hospitals (DHH) since April 18, 2010, accord-
ing to its tenth surveillance report released. Two
hundred and seventy-seven of those cases
involved workers on oil rigs or workers involved
in the oil spill clean-up efforts, while 84 were
reported by the general public. Of the workers
who reported illnesses, 245 were male, 32 were
female. Of the general public, 32 were male,
while 52 were female. Most of the individuals
who reported illnesses were between the ages
of 18 and 64. Most workers and members of the
general public either utilized an emergency
room, hospital, an urgent care center, clinic or
physician's office. Ninety-three individuals
called the Louisiana Poison Center's hotline.
Seventeen individuals with mild symptoms had
short hospitalizations. 

The Department is gathering data reported
through its surveillance network of doctors, clin-
ics, emergency care locations and medical
facilities, which are reporting illnesses and
injuries related to the oil spill for inclusion in its
database. Each exposure-related complaint is
followed up on by DHH Office of Public Health
staff.

CIS Celebrates 27 Years of Service
In August Cardiovascular Institute of the
South (CIS) celebrated its 27th anniversary of
service for preventing and treating cardiovascu-
lar disease in patients throughout south
Louisiana and beyond. Since its start in 1983,
CIS has grown from a one-man practice under
the leadership of Dr. Craig Walker in Houma,
to a practice with about 30 physicians and near-
ly 500 team members in 10 cities throughout
south Louisiana.  From the beginning, Dr.

Walker envisioned the institute as a center for
the development of new and improved tech-
niques and technologies for the treatment of
both coronary and peripheral arterial disease.
At the time, Houma had one of the highest inci-
dences of cardiovascular disease in the nation.
Through the years, CIS has contributed to the
advancement and development of non-surgical
treatments for cardiovascular disease. The
institute has earned an international reputation
for its cardiovascular care, treatment of periph-
eral arterial disease, and participation in clinical
research trials. CIS physicians continue to
serve as clinical investigators for many new and
innovative medical devices and often share
their knowledge by lecturing around the country
about the latest methods of treating both car-
diac and peripheral arterial disease.

DHH Terminates Medicaid Agreements
The Louisiana Department of Health and
Hospitals terminated Medicaid provider
agreements with 13 Louisiana health care
providers and medical supply companies after
they came under indictment in a widespread
Medicare fraud investigation launched by the
federal government. The action came after 94
providers across the country, including several
in Louisiana, were indicted by the federal gov-
ernment in a series of Medicare fraud schemes.
Of those, 13 Louisiana-based providers also
had agreements with the state’s Medicaid pro-
gram, the health care program for the poor
which is managed by the state. 

Letters notifying providers of the termination of
their Medicaid agreements were sent to: 
• Liberty Medical Services; Benjamin Amadi,
owner (Baton Rouge) 
• Liberty Health Care Supply, LLC; Benjamin
Amadi, owner (Baton Rouge) 
• Medical Supply of Baton Rouge; Samuel
Johnson and Thompson Chinwoh, owners
(Baton Rouge) 
• Alpha Medical Solutions, Inc.; Emmanuel
Mbang-Komandu, owner (Baker) 
• Alpha Medical Solutions Home Care, Inc.;
Emmanuel Mbang, owner (Baker) 
• Dr. Dahlia Kirkpatrick (Thibodaux) 

• Healthcare 1, LLC; Chikeena D. Jones,
owner (Baton Rouge) 
• Lifeline Healthcare Supplies; Chikeena D.
Jones, owner (Baton Rouge) 
• Unique Medical Solutions, Inc.; Nnanta
Felix Ngari, owner (Baton Rouge) 
• Dr. Sofjan Lamid (Mandeville) 
• Lobdale   Medical   Services;  Young
Anyanwu, owner (Baton Rouge) 
• Janus Medical Group; c/o Dr. Anthony Jase
(New Orleans) 
• Dr. Anthony Jase (New Orleans) 

Termination of provider agreements is outlined
in state law, which allows the Secretary of DHH
to terminate a provider agreement immediately
and without written notice if a health care
provider is the subject of a sanction or of a crim-
inal, civil or departmental proceeding. All
Medicaid enrollees connected to the providers
implicated are being notified and will be provid-
ed options to select other providers who take
Medicaid patients. 

Since Louisiana initiated its crackdown on
Medicaid fraud two years ago, identification of
improper payments increased by 337 percent
from $1.4 million in fiscal year 2007 to more
than $6.2 million in fiscal year 2009. Of the
improper payments identified, DHH’s recovery
rate increased from 73 percent in fiscal year
2006 to 93 percent in fiscal year 2009, with col-
lections increasing from $1.6 million in fiscal
year 2005 to $5.85 million in fiscal year 2009. 

North Oaks School of Radiologic
Technology Honors 17 Graduates
The North Oaks School of Radiologic
Technology recently recognized its forty-first
graduating class. Seventeen students complet-
ed the 2-year program and 2,000 clinical train-
ing hours, according to Program Director
Marsha J. Talbert. North Oaks Education
Director Nicole Barnum presided over the
graduation. Program Manager of Mary Bird
Perkins Cancer Center and graduate of the
North Oaks School of Radiology Program Mike
Miranda offered the commencement address,
and Talbert presented diplomas to the gradu-
ates. 

Outstanding achievement awards were given to
three of the graduates during the ceremony.
Faculty member Ben Rainey presented the
Academic Award to Brittany Williams for
obtaining the highest overall scholastic grade
point average. The school’s Clinical
Coordinator Heather Koepp presented the
Performance and Attitude Award to Sean
Morrison for exceptional performance in the
clinical setting. Natalbany Baptist Church
Pastor Dr. Rodney Taylor presented the
Dannye Young Taylor Always Remembering
Others Award to Heather Arrazate in recogni-
tion of her outstanding patient care skills. 

In addition, Heather Arrazate, Kelly Colomes,
Anna Gill, Miranda Jones, Autumn Nichole
McBeth, Kenneth Petrie, Kevin Snyder and
Brittany Williams were recognized as mem-
bers of Lambda Nu, an honor society for the

North Oaks Radiologic Technology Grads: (seated from left) Miranda Jones, Brittany
Williams, Jessica Rogers, Whitni Dietz, Ashley Bleakley, Amanda Waguespack, Kelly
Colomes, Anna Gill, (standing, from left) Autumn McBeth, Whitney Bruce, Jason
Waguespack, Sean Morrison, Tim Ensign, Kevin Snyder, Ken Petrie, Heather
Arrazate,and Kristen Babin .



Radiologic and Imaging Sciences. To become a member of the
Society, a member must maintain a 3.0 cumulative grade point
average out of a possible 4.0. 

Since 1967, North Oaks has operated its own School of
Radiologic Technology, which is accredited by the Joint
Review Committee on Education in Radiologic Technology
(JRCERT). The School offers a comprehensive 24-month pro-
gram that provides classroom and clinical instruction to pre-
pare students for careers in the field of diagnostic imaging,
which is used to diagnose and treat diseases and injuries.
Upon graduation, students are eligible to take the American
Registry of Radiologic Technologists (ARRT) National
Certification examination and apply for Louisiana state licen-
sure. Since inception, graduates of the North Oaks School of
Radiologic Technology have achieved a 100 percent passage
rate on the national certification examination.

DHH Requests Funding
for Mental Health
Before he left office, Louisiana Department of Health and
Hospitals Secretary Alan Levine wrote to BP America
requesting $28.9 million in funding to enhance mental health
services through October 2011. Previous requests for funding
have been ignored. The letter, sent to BP America’s V.P. of
Government & Public Affairs, Frank Hernandez, requested
BP's support of DHH’s efforts to provide behavioral health serv-
ices to Louisiana residents impacted by the ongoing disaster
off the coast. Per a BP request, DHH worked with Substance
Abuse and Mental Health Services Administration (SAMH-
SA) to format the plan using the framework SAMHSA and the
other coastal states have agreed upon. 

Previously, on May 28, DHH requested $10 million to meet the
need for six months, and followed up on this request June 29.
In those requests DHH stated that counselors on the ground
have been reporting increased signs and symptoms of behav-
ioral health instability that experience demonstrates will mani-
fest into more clinically significant behaviors if left untreated.
The net result could be a preventable tragedy said Levine. 

Research after the Exxon Valdez spill in Alaska showed defin-
itively the long-lasting mental health impacts of this type of dis-
aster. Additionally, a study conducted recently by Louisiana
State University researchers showed nearly 90 percent of the
coastal residents surveyed are worried about the very survival
of their communities and "the findings suggest that significant
public health resources may be needed to mitigate the perni-
cious consequences of this disaster for coastal Louisiana resi-
dents." Experience from hurricanes Katrina and Rita taught us
that these consequences can be mitigated through an aggres-
sive and consistent early response such as those outlined in
DHH’s plan, said Levine. 

DHH’s latest request goes beyond the six months of the origi-
nal request and outlines the state's needs through October,
2011, and also contains the separate requests submitted by
VOAD-Catholic Charities. Overall, $28.9 million in funding
would be used to continue and enhance the work already
underway by Louisiana Spirit, the locally governed human
services districts and private, non-profit partners through
October, 2011. In order to ensure rapid deployment of the
funds in the most accountable manner, DHH requested BP
direct funds separately to the state and VOAD-Catholic
Charities. 

LSU Health Wins Press Club Awards
LSU Health recently received two first-place awards and one
second-place award in the Press Club of New Orleans’ fifty-
second annual journalism and public relations awards compe-
tition.
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In the Radio PSA category, Dr. Charles Zewe,
LSU System Vice President for
Communications and External Affairs, and
Marvin McGraw, Director of the LSU Health
Care Services Division (HCSD) Office of
Communications and Media Relations,
received the first place award for “Austin Irwin.”
The PSA describes the comprehensive and
highly coordinated emergency healthcare and
surgery that the Leonard J. Chabert Medical
Center in Houma, and the Interim LSU Public
Hospital (ILH) in New Orleans provided to a
twelve-year-old boy after he sustained a trau-
matic brain injury.

Dr. Zewe and McGraw also won the second
place award in the same category for “Senator
Reggie Dupre.” The PSA highlights the lifesav-
ing emergency surgery and extensive health-
care then Senator Reggie Dupre received at
Leonard J. Chabert Medical Center.

In the Annual Report category, McGraw and
Michael Higgins, Coordinator for the LSU
HCSD Office of Communications and Media
Relations, received the first place award for
“The Value of a System.” This HCSD annual
report describes the comprehensive quality
healthcare of the integrated system of the
seven LSU HCSD hospitals and the value of
this system to Louisiana. The HCSD annual

report has now received first place in this com-
petition twice in the past three years. 

North Oaks Honors 17th
Graduating Class of Dietetic Interns 
North Oaks held a graduation ceremony this
summer to honor Donna McQueen Glass
Schneider of Slidell, Katie Elizabeth Steffan
of Mandeville, Lauren Eileen Bancroft of New
Orleans and Julina Ann Robert of
Ponchatoula for their successful completion of
the health system’s Dietetic Internship pro-
gram. 

During the event, North Oaks Dietetic
Internship Director Virginia Pelegrin recog-
nized Steffan with the Carol Bertrand Award
for Excellence, presented by the Southeast
District Dietetic Association. North Oaks
Nutritional Services Director Ann McDaniel-
Hall awarded Robert with the Mary Nelson
Award given for exceptional work and enthusi-
astic attitude. The Carol Bertrand Award was
created in memory of the late Bertrand, who
was a registered dietitian and graduate of North
Oaks’ second Dietetic Internship class. The
Mary Nelson Award is given to those who por-
tray dedication to the dietetic profession, as
well as demonstrate academic excellence. This
award is in memory of the late Mary Nelson, a
registered dietitian and local leader in the field

of dietetics education. 

CIS Extends Care to Youngsville
To make cardiovascular care more accessible
for the Youngsville community, Cardiovascular
Institute of the South (CIS) has opened a new
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clinic located at 1516 Chemin Metairie, Suite 100 B. Dr.
Wade May began seeing patients at this new location in
July. Dr. May will continue to see patients in Lafayette while
beginning to see patients at the new Youngsville clinic. A
native of Alexandria, Louisiana, he has served as a staff
cardiologist for CIS in Lafayette since 2009.  He is board
certified in internal medicine, cardiovascular disease, and
nuclear cardiology.  

Plunkett Joins Northshore
Internal Medicine Associates 
William G. Plunkett, MD has joined the practice of
Northshore Internal Medicine Associates, a clinic of
North Oaks Health System. Dr. Plunkett is certified in
internal medicine by the American Board of Internal
Medicine and has practiced medicine for 24 years, 19 of
which have been in Louisiana. 

A graduate of Eastern Virginia Medical School in Norfolk,
Va., Dr. Plunkett completed his post-graduate training at
University of South Florida in Tampa. Along with Drs.
Susan Zacharia, Charles R. Ducombs, Anthony E.
Zerangue and Jay Kumar, Dr. Plunkett specializes in the
diagnosis and non-surgical treatment of medical conditions
and preventive care for adults. This includes difficult-to-
diagnose medical conditions and the management of multi-
ple health concerns. 

Ochsner Recognized in
Seven Specialty Categories
Ochsner Medical Center has been named one of
America’s best hospitals, cited for its exceptional delivery of
medical care across seven categories, according to U.S.
News and World Report. The recognition was published
online on July 15, 2010, as well as in the August print edi-
tion, available on newsstands July 27.
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Out of 4,852 facilities analyzed for the 2010-11 U.S. News
& World Report Best Hospitals rankings, only 3 percent
earned a ranking in any of the 16 specialties. Ochsner, by
contrast, earned a ranking in seven specialty categories,
including:
• 23rd in Heart & Heart Surgery 
• 28th in Ear, Nose & Throat 
• 31st in Gastroenterology 
• 36th in Orthopedics 
• 36th in Pulmonology 
• 39th in Gynecology 
• 41st in Geriatrics 

The rankings in 12 of the 16 specialties were driven by
hard data such as death rates, procedure volume, and bal-
ance of nurses and patients. In the four remaining special-
ties – ophthalmology, psychiatry, rehabilitation and
rheumatology – hospitals were ranked on reputation alone.
To be considered in any of the 12 data-driven specialties,
a hospital must meet at least one of four criteria: It had to
be a teaching hospital; or be affiliated with a medical
school; or have at least 200 beds; or have 100 or more
beds and the availability of four or more types of medical
technology considered important in a high-quality medical
facility, such as a PET/CT scanner and certain precision
radiation therapies.

Next, hospitals had to meet a volume requirement, individ-
ually calculated for each specialty. The required volume
was the number of Medicare inpatients from 2006 to 2008
who had various specified procedures and conditions in
the specialty. A hospital that fell short could still qualify if it
had been nominated by at least one physician in any of the
U.S. News and World Report Best Hospitals reputational
surveys conducted in 2008, 2009 and 2010.

HealthFinderLA.com Updated
Multiple additions and enhancements were made recently
to update www.HealthFinderLA.com—a one-stop informa-
tion site maintained by the Department of Health and
Hospitals and designed to help Louisiana residents make
informed health care decisions for themselves and their
families. The site, first launched in February, now allows
users to compare home health care options as well as dial-
ysis facilities on several factors. The other major addition
is a provider locator, which allows people all over the state
to find physicians, specialists or other health providers with
just a few mouse clicks. The new interactive provider loca-
tor allows users to search for providers licensed by DHH
and the State Board of Medical Examiners. Listings
include the provider's name, business address and phone
number. Users can search by provider type, parish, city
and zip code, and will get the results pinpointed on a map.

In the new dialysis facility comparison charts, users have
access to a wealth of information on 146 facilities across
the state, such as anemia management and patient sur-
vival data to make their choices. The data is also com-
pared against state and federal averages.

For those examining home health care options,
HealthFinderLa.com allows people to see how different
companies stack up against each other, and state and fed-
eral averages on factors such as ability to improve patient
mobility, types of services offered, improvement in pain
management and ratings on how patients are transferred
out of home health care. All of the data for dialysis facilities
and home health care agencies comes from the federal
Centers for Medicare and Medicaid Services (CMS).
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DHH also launched a series of improvements to
measures previously available on the site: 
• Users can now compare providers by each
measure or view all measures for each provider. 
• Results can be viewed graphically or in tabular
form. 
• The results of risk adjusted measures are now
color coded to better differentiate whether a
facility performed better, worse or no different
than the state or national average. 
• Medicaid results can now be compared direct-
ly with private plans. 
• Users are now able to view in detail-specific
deficiencies identified during nursing home
inspections. 
• Search criteria for prescription drug prices now
includes zip code.

In the future, the site will become an interactive
information portal where consumers will be able
to create their own scorecard based on the
measures and metrics that matter most to them.
Additionally, researchers will be able to run cus-
tom, Web-based reports to dive into a detailed
analysis of the results displayed on these
pages.

South Central Louisiana
Human Services Authority Gets OK
The state’s fifth locally-based human services
district came on line this summer with formal
approval for the South Central Louisiana
Human Services Authority to begin full opera-
tions July 1. The new district joins a growing
effort to move leadership and operations of
mental health, developmental disability, and
addictive disorder services to a community-
based model and out of the state’s central
authority. This change will give residents more
direct access to local services and allow local
leaders to have more control and responsibility
for the care and services provided in their com-
munities. 

Human services districts operate as independ-
ent local governing entities (LGEs). Authorized
by various legislative instruments and enhanced
through Act 373 of the 2008 Legislature, these
entities allow local leaders, advocates, and
stakeholders to access multiple sources of fund-
ing to meet unique needs of their local commu-
nities. SCLHSA went through a rigorous multi-
year process of development and regulatory
approval before being cleared by DHH to begin
full operation as an LGE with a perfect score.
Those reviews tested everything from budget
controls and human resources capacity to
details of procedures and protocols for assess-
ing individuals in need of services and getting
those services to them in an appropriate, effec-
tive and timely manner. 

Executive Director of the new human services
authority Lisa Schilling has worked closely with
the group’s board of directors to make the
SCLHSA a reality. Board members come from
each parish in the region served through the
Authority. They are Chairman Ray Nicholas,

Assumption Parish; Vice Chairman Trudy
Franks, Terrebonne Parish; Donna Cobb,
Terrebonne Parish; Lisa Matherne, Lafourche
Parish; Viola Daigle, Lafourche Parish; Faith
Farlough, St. John the Baptist Parish; Patricia
Dennis, St. James Parish; and Karen Lentini,
St. Charles Parish. The St. Mary Parish spot is
currently vacant. 

Other areas of the state have been aggressive-
ly pursuing a similar model. Already, four such
local governing entities operate in the state.
They are the Capital Area Human Services
District, Jefferson Parish Human Services
Authority, Florida Parishes Human Services
Authority, and the Metropolitan Human
Services District (serving the New Orleans
area). Several others have begun taking the first
crucial steps to becoming an LGE with every

region at some level of development. 

LOCAL
Chapman Joins BR Orthopaedic
The Baton Rouge Orthopaedic Clinic recently
announced that Jamie Chapman joined the

organization in the role of Clinic Manager. Jamie
will be responsible for the day-to-day Clinic
activities, including front desk, scheduling, med-
ical records, legal, and workers compensation. 

Ochsner-Prairieville
Welcomes New Providers
Ochsner Health Center-Prairieville continues
to grow, with the addition of two new healthcare
providers. Physician Assistant Allison LeBlanc
recently joined the health center's Family
Medicine Department. LeBlanc earned her
Bachelor of Science degree in physician assis-
tant studies at Louisiana State University
Health Sciences Center in Shreveport. Before
that, she received her undergraduate degree in
psychology from LSU. LeBlanc specializes in
Family Medicine. 

Family Medicine Specialist Dr. Joseph Turner
has also joined the health center and began
seeing patients in July. Dr. Turner has spent the
last 22 years in private practice in Lutcher. He is
board certified in family medicine and earned
his medical degree from Louisiana State
University in New Orleans where he was also
elected to the medical honor society Alpha
Omega Alpha. Dr. Turner completed his Family
Medicine residency at Washington-St.
Tammany Medical Center in Bogalusa where
he was also the Chief Resident.

LeBlanc and Dr. Turner join physicians William
Baird, MD-Internal Medicine; Robert Hart, MD-
Pediatrics and Internal Medicine; Melissa Love,
MD-Family Medicine; and Pediatrician Kendra
Michael, MD in Prairieville.

PBRC Researcher
Receives International Award
Eric Rasvussin, PhD a researcher at the
Pennington Biomedical Research Center has
received the 2010 Willendorf Award from the
International Association for the Study of
Obesity. This prestigious award for clinical
research in obesity is given every four years at
the society’s International Congress on Obesity,
which was held in Stockholm, Sweden.
Ravussin also presented the Willendorf Plenary
Award Lecture. 

Dr. Ravussin’s research focuses on the relation-
ships between energy balance, body weight and
composition, and metabolism. He was among
the first in modern times to build and then imag-
inatively use elegant measuring instruments,
such as the “respiratory chamber indirect
calorimeter” for quantifying human metabolism.
His seminal studies, notably in the Pima, a U.S.
Indian tribe profoundly afflicted with severe obe-
sity and diabetes, provided early evidence of
metabolic derangements and associated genet-
ic factors leading to excess body fat. Dr.
Ravussin’s recent research at Pennington is
focusing on if and how “calorie restriction” has
beneficial effects on metabolism that might
improve human quality of life and lengthen lifes-
pan, as it does in animals. The Willendorf Award
recognizes Dr. Ravussin’s groundbreaking
research that now spans almost three decades.

Professor Ravussin holds the Douglas L.
Gordon Endowed Chair in Diabetes and
Metabolism and is the Director of the Nutrition



Obesity Research Center at PBRC. He
received his PhD in Human Physiology from
the University of Lausanne, Switzerland in
1980 and then moved to the University of
Vermont as a Visiting Assistant Professor in
the Department of Medicine. In 1982 he
joined the Clinical Diabetes and Nutrition
Section, National Institute of Diabetes and
Digestive and Kidney Diseases, National
Institutes of Health, in Phoenix, Arizona and
remained there until 1998 when he moved to
Eli Lilly in Indianapolis as a Research Leader
in Obesity. Dr. Ravussin joined the
Pennington Biomedical Research Center fac-
ulty in 2000.

Comprehensive Pain
Management Welcomes New Physician
Tulsi N. Bice, MD has joined the practice of
Sandra Weitz, MD, Alpesh D. Patel, MD,
and Elizabeth Russo-Stringer, MD at
Comprehensive Pain Management,
Louisiana’s first and only accredited pain cen-
ter. Dr. Bice is a board certified Pain
Specialist. 

Bice received her undergraduate degree in
Biology from Canisius College in Buffalo,
New York. She received her MD and complet-
ed her internship at Louisiana State
University School of Health Sciences in

Shreveport. Bice completed her residency at
University of Arkansas Medical Sciences
in Little Rock, Arkansas and received her PhD
in Cell Biology & Anatomy from LSU-
Shreveport. Dr. Bice is board certified in
Physical Medicine & Rehabilitation and Pain
Medicine.   

Pennington Hosts Childhood
Obesity and Public Health Conference
The Pennington Biomedical Research
Center will host a free public health confer-
ence on September 29th. The conference will
bring together local, national, and internation-
al experts on the topic of developing public
health strategies that can be employed to
tackle the growing problem of childhood obe-
sity, with a special focus on the state of
Louisiana.

The participants in this conference will be
able to: comprehend the extent of the prob-
lem of childhood obesity in both the nation
and in the state of Louisiana, identify key tar-
gets for prevention that can be addressed
through public health measures, learn the
importance of evaluation in designing and
implementing childhood obesity programs,
learn the common pitfalls associated with
evaluating interventions, and understand how
to assess the success of interventions and

programs aimed at reducing childhood obesi-
ty.

The conference is designed for professionals
engaged in public health efforts, including:
physicians, nutritionists, physical activity spe-
cialists, registered dietitians, nurses, health
educators, psychologists, and counselors,
healthcare policy makers, researchers,
media, business and civic leaders, parks and
recreation personnel, and early childhood and
school-age decision-makers.

Featured Presentations will include:
• Behavior Change for Pediatric Obesity
Prevention: What's the Evidence?—Tom
Baranowski, PhD, Professor of Pediatrics,
Baylor College of Medicine 
• How do you Assess Success?
Comprehensive Intervention Evaluation 
for the Health Practitioner—Lucie 
Lévesque, PhD, Associate Professor, 
Queen's University School  of Kinesiology
and Health Studies
• Importance of Cost-Effectiveness Research
in Implementing and Evaluating
Interventions–Michael Pratt, MD, MPH, Sr.
Advisor for Global Health, CDC National
Center for Chronic Disease Prevention
and Health Promotion. Preregistration is
required.v
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n July 2010, the U.S. Department of Health and
Human Services released the final rules to help
improve the quality and effectiveness of health
care in America through expanded use of elec-
tronic health records (EHRs). The release of the
meaningful use rule marks a milestone in the
advancement of health information technology
(IT) in this country, serving as a road map for
physicians and hospitals. The American

Recovery and Reinvestment Act (ARRA) in 2009 con-
tained initiatives to reduce health IT barriers and to
incentivize use. Related legislation established programs
under Medicare and Medicaid to provide eligible
providers and hospitals with financial rewards as they
adopt, implement, upgrade or demonstrate meaningful
use of certified EHR technology. The overall goal: all
Americans will have access to their personal EHR by
2014.

DEFINING EHRs
According to the Centers for Medicare and Medicaid
Services (CMS), an EHR is “…an electronic version of a
patient’s medical history, that is maintained by the
provider over time, and may include all of the key admin-
istrative clinical data relevant to that person’s care under
a particular provider, including demographics, progress
notes, problems, medications, vital signs, past medical
history, immunizations, laboratory data and radiology
reports.” 

The 864-page final rule lays out the steps to

achieve meaningful use in a phased approach. The reg-
ulations guide the first two years of the multi-year incen-
tive program. Subsequent rules will be released to gov-
ern later phases and to ensure that goals set forth in
ARRA – to improve health care quality, efficiency, and
patient safety – are met over time.  

Meaningful use for eligible professionals (EPs)
and hospitals is defined as:
• Use of a certified EHR in a meaningful manner (e.g. e-
Prescribing);
•Use of certified EHR technology for electronic exchange
of health information; and
•Use of certified EHR technology to submit clinical quali-
ty and other measures. 

To support health care providers during the tran-
sition period from paper-based to electronic systems,
incentive programs have been developed under
Medicare and Medicaid with financial rewards for the
meaningful use of qualified and certified EHRs to
achieve health and efficiency goals.

The eligibility guidelines for professionals and
hospitals differ between Medicare and Medicaid pro-
grams. 

DETERMINING ELIGIBILITY FOR
INDIVIDUAL PROVIDERS
Eligible Professionals (EPs)
The incentives for eligible professionals are based on
individual providers. Therefore, professionals within a
practice may qualify for an incentive payment provided

Preparing For

Meaningful Use of EHRs

By: Cindy Munn
Executive Director, Louisiana Health Care Quality Forum

I
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they successfully demonstrate meaningful use. Each EP is
only eligible for one incentive payment each year, regard-
less of how many practices or locations they provide servic-
es. 

Medicare: Doctor of Medicine or Osteopathy, Doctor of
Dental Surgery or Medicine, Doctor of Optometry and
Chiropractor who is not hospital-based.

NOTE: A Medicare EP is considered hospital-based if 90%
or more of the EP’s services are performed in a hospital
inpatient or emergency room setting.

Under the Medicare EHR incentive program, the maximum
incentive payment an EP can receive is $44,000 over five
years.

Medicaid: Physician, Nurse Practitioner, Certified Nurse-
Midwife, Dentist or Physician Assistant who leads a
Federally Qualified Health Center or Rural Health Clinic. To
qualify, a Medicaid EP must not be hospital-based and must
meet one of the following criteria:
• Have a minimum 30% Medicaid patient volume* 
• Have a minimum 20% Medicaid patient volume, and is a
pediatrician* 
• Practice predominantly in a Federally Qualified Health
Center or Rural Health Center and have a minimum 30%
patient volume attributable to needy individuals.

NOTE: A Medicaid EP is considered hospital-based if 90%
or more of the EP's services are performed in a hospital
inpatient or emergency room setting.

Under the Medicaid EHR incentive program, an EP may
receive as much as $63,750 over six years. 

DETERMINING ELIGIBILITY FOR HOSPITALS
Eligible Hospitals

Medicare
Acute care hospitals** and critical access hospitals are eligi-
ble for Medicare incentive payments. Medicare Advantage
Hospitals are also eligible to receive Medicare EHR pay-
ments provided they demonstrate meaningful use of certi-
fied EHR technology.

Medicaid
Acute care hospitals (including Critical Access Hospitals)
with at least 10% Medicaid patient volume, as well as chil-
dren's hospitals (no Medicaid volume requirements) may be
eligible for Medicaid EHR incentive payments.

NOTE: Some hospitals may receive incentive payments
from both Medicare and Medicaid if they meet certain eligi-
bility criteria.

QUALIFYING FOR INCENTIVES
To qualify for incentive payments, both eligible professionals

and hospitals must meet certain objectives. The objectives
are divided into a core group that is mandatory and a menu
set from which they can choose. EPs must meet 15 core
objectives and 5 objectives from the menu set. Hospitals are
required to meet 14 core objectives and 5 from the menu
set. 

In addition, data reporting requirements have been
established for clinical quality measures. EPs must report on
three core clinical quality measures and three additional
clinical quality measures for a total of six. The three core
quality measures for 2011 and 2012 include blood pressure
level, tobacco status and adult weight screening and follow-
up. In certain circumstances, a professional may be required
to report results for up to three alternate core measures. 

Hospitals, including critical access hospitals, are
required to report on fifteen clinical quality measures. 

For the first year that they receive incentive pay-
ment, Medicare EPs and hospitals must show that they
meet the meaningful use requirements for a reporting peri-
od of 90 consecutive days. For every year thereafter, mean-
ingful use must be demonstrated for the entire year to
receive the incentive payment. 

Medicaid EPs and hospitals can receive their first
year’s incentive payment for adopting, implementing or
upgrading certified EHR technology; however, they must
demonstrate meaningful use in subsequent years to qualify
for additional payments.

For each year that an EP or hospital seeks incen-
tive payment, the affiliated organization must attest that they
are meaningful EHR users. Medicare requires consecutive
years of attestation, while Medicaid does not.

PROVIDING SUPPORT
To assist health care providers with technical assistance,
guidance, and information to support and accelerate their
efforts to become meaningful users of EHRs, the
Department of Health and Human Services established 60
Regional Extension Centers (RECs) across the country. The
Louisiana Health Care Quality Forum Regional Extension
Center stands ready to work with providers in Louisiana to
improve the quality and value of health care delivery through
achievement of meaningful use.

Services provided by the Quality Forum REC will
include practice assessment, EHR product selection assis-
tance, preferred pricing for clients, “best practice” sharing,
onsite project management of implementation, educational
opportunities and online forums, to name a few.   

Beginning in September 2010, the Quality Forum
will host regional seminars, webinars and on-site presenta-
tions for interested providers and practice managers. For
more information on REC services and to sign up for regu-
lar updates, please e-mail your request to rec@lhcqf.org.

*Children's Health Insurance Program (CHIP) patients do
not count towards the Medicaid patient volume criteria.
**Subsection (d) hospitals that are paid under the hospital
inpatient prospective payment system and are located in the
50 states or Washington, D.C. v
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Woman’s Hospital Reports
on Gestational Diabetes Study
A year into its study on gestational diabetes, Woman’s
Hospital has found that up to three months after delivery,
women with former gestational diabetes are at an
increased risk of insulin abnormalities and should be
monitored for potential metabolic problems such as
impaired glucose metabolism, Type 2 diabetes, and car-
diovascular disease in the future. According to the study,
91percent of the 128 women studied showed some
degree of postpartum metabolic abnormality or car-
diometabolic dysfunction, which is a more pronounced
insulin resistance and inadequate insulin secretion.

These results support previous studies that show
although shortly after delivery glucose tolerance usually
returns to normal, there is strong evidence that women
with former gestational diabetes have a higher risk for
developing Type 2 diabetes in the course of their lives. In
June 2009, the American College of Obstetricians and
Gynecologists (ACOG) recommended, as a standard of
care, that all women with gestational diabetes be
screened at 6-12 weeks and 1 year postpartum with an
oral glucose tolerance test.

On June 19, 2010, these results were presented at the
annual Endocrine Society Meetings in San Diego. The
study’s objectives are, given the high incidence of Type 2
diabetes and its comorbidities in women with former ges-
tational diabetes, to assess metabolic disorder preva-
lence in 200 high-risk women in the early postpartum
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period (3 months). Currently, Woman’s has 130 participants in
the study who were monitored 6-12 weeks after delivery with
an oral glucose tolerance test, which measures insulin sensi-
tivity and glucose. Other assessments included cholesterol,
HDL and LDL cholesterol, triglycerides, liver enzymes, TSH,
blood pressure, body mass index, and body fat distribution
(waist-hip ratio). Clinical and obstetric history was compared
as well as demographics.

This study is supported by the Irene W. and C.B. Pennington
Foundation and Blue Cross Blue Shield and can be found at
ClinicalTrials.gov study NCT00849849; “Comprehensive
Postpartum Screening Strategies for Women With
Gestational Diabetes Mellitus (GDM) (COPSS-GDM.”

Matessino Addresses Medicaid
Relief for Community Hospitals
With a decision expected from Congress in early August
whether or not to assist states with their Medicaid programs
by extending Federal Medical Assistance Percentage (FMAP)
relief, the Louisiana Hospital Association sent Gov. Jindal and
each Louisiana Legislator a letter seeking relief for communi-
ty hospitals. Extension of the FMAP relief would result in $375
million in new Medicaid funding for Louisiana’s most vulnera-
ble patients.

LHA President and CEO John Matessino stated that since
2009, non-state, non-rural community hospitals have been cut
by over $211 million for services they provide to Medicaid
patients – a 19 percent rate reduction. He said the reductions
are unsustainable and have negatively impacted vital health-
care services and jobs in our communities.

During the recently concluded legislative session, the legisla-
ture unanimously passed and the governor signed Act 803,
which created the Community Hospital Stabilization Fund.
The fund was designed with the intent to help non-state, non-
rural community hospitals by offsetting these drastic cuts
when funding becomes available, including the possible
FMAP relief. “The purpose of this funding is to save lives,”
said Matessino. “If Congress acts, we strongly urge state offi-
cials to help their community hospitals by offsetting the cuts
these facilities have sustained since 2009.”

Cabiran Joins Louisiana Internal Medicine Associates
Peter Cabiran, MD, has joined Louisiana Internal Medicine
Associates, part of Baton Rouge General Physicians. Dr.
Cabiran previously worked at Hospital Medicine Group, also a
partner group with Baton Rouge General Physicians. Cabiran
is a graduate of Louisiana State University School of Medicine
in New Orleans. He completed his residency in internal med-
icine at Charity Hospital of Louisiana in New Orleans. Dr.
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Cabiran also completed additional training and an addition-
al residency in gastroenterology at Earl K. Long Hospital in
Baton Rouge. He is licensed in both Louisiana and Georgia
and is Board certified in internal medicine. He is a member
of several professional organizations including the
Louisiana State Medical Society, American Board of
Internal Medicine, American College of Physicians and the
American Society of Internal Medicine. 

Dr. Cabiran joins Drs. Nicholas Campo, James Hargroder,
Jeffrey Kahn, Jed Morris, and Joseph Nesheiwat at
Louisiana Internal Medicine Associates. The office is locat-
ed at 4045 North Boulevard, Baton Rouge. 

Mental Health Emergency Room Opens at EKL
The Earl K. Long Medical Center (EKLMC) and Capital
Area Human Services District (CAHSD) recently opened
the new EKLMC Mental Health Emergency Room
Extension. The new 20-bed unit will serve as a specialized
emergency department for people experiencing a behav-
ioral health crisis, including mental health and/or addictive
disorders, and it will be a portal to ongoing care, said Dr.
Kathy Viator, EKLMC Hospital Administrator. Physicians,
nurses, and social workers will provide a high level of
screening and assessment to determine the appropriate
level of care and will provide patients referral or linkage to
either acute or ongoing community-based treatment to limit
cycles of crises.

The Behavioral Health Emergency Services Collaborative
developed the idea and design of the MHERE, which is
behind the EKLMC Emergency Department. The collabora-
tive, which includes local hospitals, coroners, behavioral
health providers and advocates, and law enforcement
authorities and dispatchers, was a post-Katrina response to
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overutilization of emergency departments. The MHERE is one
piece of a 10-component continuum addressing behavioral
health crisis avoidance through response. Ensuring MHERE
funding has been a priority for Governor Bobby Jindal, DHH
officials, local legislators, and Congressman Bill Cassidy. 

Prestigious National Speaking Role
for Cancer Program Oncologist
Mitchell Berger, MD, Medical Director for the Cancer Program
of Our Lady of the Lake and Mary Bird Perkins, recently spoke
during the American Society of Clinical Oncology annual
meeting. The American Society of Clinical Oncology is the
world’s leading professional organization representing physi-
cians who care for people with cancer. Dr. Berger spoke on
disparities in cancer care and the potential impact the
National Cancer Institute’s Community Cancer Centers
Program (NCCCP) could have on the future of cancer care.
Goals for the NCCCP include further delivering state-of-the-
art cancer care on a community level and reducing disparities
in cancer care. The Cancer Program of Our Lady of the Lake
and Mary Bird Perkins has been a NCI Community Cancer
Centers Program – Awarded Site since 2007. 

Dr. Berger joined the Cancer Program as its Medical Director
in 2009. He is board certified in Medical Oncology and Internal
Medicine. Dr. Berger earned his medical degree at the Robert
Wood Johnson Medical School of the University of Medicine
and Dentistry in New Jersey. He conducted his internship and
residency in Internal Medicine at the University of Alabama
Hospital in Birmingham, and a Hematology and Medical
Oncology Fellowship at Memorial Sloan-Kettering Cancer
Center in New York. He received his Masters Degree in

Medical Management at Tulane University in New Orleans
and is also a Certified Physician Executive. 

Baton Rouge General Announces
Healthy Lifestyle Education 
Families with children ages 5 to 12 years old can now sign up
for Healthy Heartbeats, a program at Baton Rouge General
designed to educate children and their families on how to lead
fit and wholesome lives. Healthy Heartbeats is sponsored by
Baton Rouge General’s Pediatric Rehabilitation Center and
includes educational programming for families on topics such
as nutrition, physical activity, and body image.

The Healthy Heartbeats program runs every Tuesday for 10
weeks from September 14 – November 16. All sessions will
be held in the Pediatric Rehabilitation Center at Baton Rouge
General’s Mid City hospital (3601 North Blvd.), and last from
6 p.m. to 8:30 p.m. The program fee is $30 per family. Visit
www.brgeneral.org before September 10 to learn more.

AHA Board Elects Teri Fontenot Chair-Elect Designate
The American Hospital Association’s (AHA) Board of Trustees
has elected Teri G. Fontenot, president and CEO of Woman’s
Hospital, as its chair-elect designate. Fontenot will assume
the chairmanship in 2012, becoming the top elected official of
the national organization that represents America’s hospitals
and health systems. 

Prior to becoming chair, Fontenot will become chair-elect on
Jan. 1, 2011. As chair-elect, she will preside over AHA’s Long-
Range Policy Committee, which identifies the association’s
priority initiatives. Fontenot will succeed John Bluford, who is
the current chairman-elect of the AHA and will become its next
chairman of the Board. Bluford is chief executive officer and
executive director of Truman Medical Centers in Kansas City,
Mo.

Fontenot is currently the chair of Health Forum and is a mem-
ber of AHA Services, Inc. boards and the Long-Range Policy
Committee. Previously she served as a member of the AHA
Board of Trustees, an ex officio member of the Executive
Committee, and chaired the Operations Committee.
Fontenot’s AHA service includes previous appointments as a
state delegate to a regional policy board and a member of the
governing council for the Section for Maternal and Child
Health. 

Fontenot joined Woman's Hospital in 1992 as senior vice
president, chief financial officer, and treasurer. She was pro-
moted to executive vice president and chief operating officer
in 1994, and assumed her current position in 1996.
Previously, she served as chief financial officer at St. Francis
Medical Center in Monroe; Southwest Florida Regional
Medical Center in Fort Myers, Fla.; and Opelousas General
Hospital in Opelousas.

Active on the state and national stage, Fontenot has served
as chair of the Louisiana Hospital Association and chaired the
board of directors of Louisiana Hospital Association Insurance
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Trust Fund. She completed a six-year appointment on the
NIH Advisory Council of Women’s Health Research. She
also is a fellow of the American College of Healthcare
Executives and chairs its CEO committee. 

EKL Asthma Program Named Center of Excellence 
The American Lung Association (ALA) has named the
Asthma Program of the Earl K. Long Medical Center
(EKLMC) an Asthma Center of Excellence. The EKLMC
Asthma Program is the only program in the entire state of
Louisiana with this designation. The program has met rig-
orous ALA criteria including having asthma educators with
certification from the National Asthma Educator
Certification Board. The EKLMC Asthma Program has two
such educators: Kerri Capello, RRT, RPFT, AE-C, who is a
Registered Respiratory Therapist and a Registered
Pulmonary Function Technologist, and Robin Hoover, who
is a Respiratory Therapist.

Board-certified in both Internal and Pulmonary Medicine,
Dr. Kevin Reed, EKLMC Chief Medical Officer, educates all
Internal Medicine staff and residents on evidence-based
treatment of the patient with asthma. Board-certified in
Family Practice, Dr. Jule Assercq, EKLMC Chief of Family
Practice, initiated the Clinical Asthma Program in 2001 and
has led it since. She also educates all practitioners in
Family Practice on best practices in asthma care.

With two asthma educators and a prescribing practitioner,
the EKLMC program is better positioned than most pro-
grams. The practitioner can evaluate the patient for medic-
inal needs and immediately prescribe them, increasing the
likelihood that the patient will fill and use the prescriptions,
which are well established to prevent asthma attacks.
Another unique aspect of the program is that patients
receive Capello’s phone number for health or prescription
needs, eliminating unnecessary emergency room visits.
Unlike many programs, the EKLMC program also provides
medicines for the indigent at low cost due to pharmaceuti-
cal industry support.

ALA criteria call for written procedures for asthma educa-
tion and management, measured outcomes of the program
and resources for the community. Resources include the
availability of EKLMC to the insured and uninsured and
educational efforts, such as participation by Dr. Assercq in
local health fairs, lectures to community groups, media
opportunities, and advocacy for tobacco control.

Since its inception, the EKLMC Asthma Clinic has had 990
patients attend 2,686 appointments. Its Asthma Education
Group Class has educated 436 patients.

Name Change for First Care Physicians 
First Care Physicians, General Health System’s employed
physician group, has changed its name to Baton Rouge
General Physicians. Baton Rouge General Physicians, an
affiliate of General Health System, consists of more than
80 primary care physicians, specialists, and mid-level
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providers around the Greater Baton Rouge area. Changing
the name of First Care Physicians to Baton Rouge General
Physicians will create a stronger identity and will clearly
signify the alignment with Baton Rouge General Medical
Center. The new name distinguishes Baton Rouge General
Physicians as a collective group of multi-specialists under
the General Health System.

Quilt Guild Covers Woman’s NICU Babies
In August the Sassi Strippers’ Quilt Guild celebrated their
first showing at the Jones Creek Regional Branch Library
by donating 56, baby-sized quilts to the Woman’s Hospital
Neonatal Intensive Care Unit. Janay Matt, from the
Woman’s Development Office, received the quilts on behalf
of NICU. The Sassi Strippers are named for “stripping”—a
time-saving quilting technique that involves sewing long
strips of fabric together, cutting them into segments, and
assembling them into quilt blocks.

The 25-member guild, which was organized in 2005, com-
mits to several service projects annually and when asked
to help provide baby quilts for premature infants at
Woman’s Hospital, guild president Linda Baumann said, “If
it’s for the babies we’re going to do it!” On an interesting
note, the guild members explained that the baby quilts are
initially sewn together with the right-sides turned in and
when turned right-side out it’s called “birthing the quilt.”

Yorek Joins Oak Grove Family Practice 
Michael Yorek, MD, has joined Oak Grove Family Practice,
part of Baton Rouge General Physicians. Dr. Yorek joins

Drs. Tina Wells, Naysha Warner, and Elizabeth Curtis at
Oak Grove Family Medicine in Prairieville.

Dr. Yorek is a graduate of the University of Texas Medical
Branch in Galveston, where he also completed his residen-
cy in family medicine. He is Board Certified in family medi-
cine and a member of several professional organizations
including the American Academy of Family Physicians,
Louisiana Academy of Family Physicians, and Louisiana
State Medical Society. 
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Sassi Strippers: Left to right: Karol Guidry, Secretary; Linda Baumann,
President; Paula St. Romain, Treasurer; Becky Fincher, Vice-President;
Janay Matt, Woman’s Event Coordinator; Glenn Parks, Past President
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Yorek spent eight years as a staff physician in the United
States Air Force. His titles prior to being honorably dis-
charged as a Major in 2004 include Chief of Aerospace
Medicine to the 2nd Medical Operations Squadron, and
Chief of the Medical Staff to the 319th Air Expeditionary
Group in the Expeditionary Medical Operations Squadron.

Best Joins Lane RMC 
Joshua Best, MD, Ob/Gyn, recently joined the hospital
medical staff at Lane Regional Medical Center. Dr. Best

specializes in women’s overall health, from childbirth
through menopause. A native of Baton Rouge, Dr. Best
earned his medical degree and completed his residency in
obstetrics and gynecology at Louisiana State University
Health Sciences Center in Shreveport. He is residency
trained and board eligible in obstetrics and gynecology.

Dr. Best is accepting new patients at his clinic, Bayou
Regional Women’s Clinic, located next to the hospital at
6550 Main Street, Suite 2000, in Zachary. 

New Health Clinic Set to Open Downtown this Winter
Our Lady of the Lake Regional Medical Center and Lake
AfterHours have announced that they will open a walk-in
clinic downtown this winter. Lake QuickCare is designed to
deliver high quality care for minor illnesses in a convenient,
cost effective way. Hours will be Monday through Friday 8
a.m. to 6 p.m. The Downtown location will be the very first
Lake QuickCare clinic in the area. 

Lake QuickCare patients will be seen by a Nurse
Practitioner who is specially trained to treat common ill-

nesses. Prescriptions will be written when they are neces-
sary for treatment. Services are available to anyone 18
months and older. Lake QuickCare patients can be treated
for many common illnesses or issues including: 
Common Illnesses
Allergies, Urinary Tract Infections, Bronchitis, Ear
Infections, Pink Eye and Styes, Sinus Infections, Strep
Throat, Respiratory Infections
Skin Conditions
Athlete’s Foot, Cold Sores, Tick Bites, Impetigo, Minor
Burns and Rashes, Minor Skin Infections, Poison Ivy,
Ringworm, Sunburn, Wart Removal
Vaccines
TDap, Flu, Hepatitis A, Hepatitis B, Meningitis, MMR,
Pneumonia
Additional Services
Fever, Flu, Mononucleosis, Lacerations, Pregnancy
Testing, Swimmer’s Ear
Lake QuickCare accepts most insurances and private pay
patients. 

Baton Rouge General Hosts
Annual Prostate Cancer Screening
Baton Rouge General’s Pennington Cancer Center is
sponsoring a free prostate cancer screening on Thursday,
September 16 from 6 p.m. to 8 p.m. at Baton Rouge
General’s Bluebonnet campus, with registration required.

The best way to detect prostate cancer at an early stage is
to get routine exams, starting at age 50, from a primary
care physician. For men at higher risk of getting prostate
cancer, such as African American men or men with one
family member found to have prostate cancer before the
age of 65, the discussion about beginning regular screen-
ings should begin at age 45. Men at even higher risk, such
as those with several family members diagnosed with
prostate cancer before the age of 65, should ask their doc-
tor about beginning regular screenings at age 40.

Although prostate cancer can be detected and treated
early, it can sometimes go unnoticed if regular screenings
are not being performed. Symptoms are not common with
the early stages of prostate cancer, but the following are
characteristic of more advanced prostate cancer, and
should be examined immediately:
Impotence
Blood in the urine
Pain in the spine, hips, ribs or other bones
Weakness or numbness of the legs or feet
Loss of bladder or bowel control

Registration is required. Call (225) 763-4281 during busi-
ness hours Monday through Friday, 8:30 a.m. – 5 p.m. for
an appointment. Information about this free event is avail-
able online at www.BRGeneral.org. v
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www.sunshinecleaners.net               

Construction 

D. Honoré Construction, Inc. 

383 Highlandia Dr.               

Baton Rouge, LA 70810              

225.751.3078 

www.dhonore.com               

Consulting 

HealthCare Business

Consulting, Phillip H. Rees 

7474 Highland Rd.

Baton Rouge, LA 70808               

225.767.9577 

www.HCBconsulting.com               

Financial 

Britton & Koontz Bank, N.A. 

4703 Bluebonnet Blvd.               

Baton Rouge, LA 70809              

225.761.2553  

www.BKBank.com               

Campus Federal 

6230 Perkins Rd.               

Baton Rouge, LA 70808              

225.769.8841  

www.campusfederal.org  

Florist 

Peregrin's Florist &

Decorative Services, Inc. 

8883 Highland Rd.

Baton Rouge, LA 70808              

225.761.0888

www.peregrinsflorist.com               

Heating & Air Conditioning

Alan Watts Services 

7360 Tom Drive               

Baton Rouge,

LA 70806-2312              

225.924.0487 

alanwattsservice.com               

Home Health 

Personal Homecare Services 

6869 Hwy. 84 W.

Ferriday, LA 71334               

877.336.8045 

www.personalhomecare.net               

Hospitals  

Children's Hospital  

200 Henry Clay Ave.               

New Orleans, LA 70115               

225.383.9000 

www.chnola.org               

Woman's Hospital 

9050 Airline Hwy.               

Baton Rouge, LA 70815               

225.924.8655  

www.womans.org               

Hotel  

Crowne Plaza 

4728 Constitution Ave.               

Baton Rouge, LA 70808              

225.925.2244  

www.crowneplaza.com/execcen-

terbtr               

Insurance 

Blue Cross &

Blue Shield of Louisiana  

5525 Reitz Ave.

Baton Rouge, LA 70809               

225.295.3307 

www.bcbsla.com               

LAMMICO   

1 Galleria Blvd., Ste. 700               

Metairie, LA 70001              

800.452.2120 

www.lammico.com               

LHA Physicians Trust     

4646 Sherwood Common Blvd.               

Baton Rouge, LA 70816              

225.272.4480 

www.hsli.com               

Louisiana Health Plan

P.O. Drawer 83880               

Baton Rouge, LA 70884-3880               

225.926.6245  

www.lahealthplan.org               

Peoples Health

3838 N. Causeway Blvd. Ste. 2200               

Metairie, LA 70002              

800.631.8443  

www.peopleshealth.com               

Imaging 

Baton Rouge

Radiology Group 

5422 Dijon Dr.               

Baton Rouge, LA 70808              

225.769.9337

www.brrg.com               

Lawn Care

MnM Lawnscape

19061 East Pinnacle Cir.               

Baton Rouge, LA 70810               

225.328.8116   

Medical Equipment & Service 

Majestic Medical

Solutions

207 W. Eastbank St.               

Gonzales, LA 70737               

225.677.9867/866.580.9729 

www.majesticms.com               

Neuromedical

The Neuromedical Center 

10101 Park Rowe Ave.               

Baton Rouge, LA 70810               

225.769.2200 

www.theneuromedicalcenter.com               

Non-Profit   

American Heart

Association

4962 Florida Blvd. # 402               

Baton Rouge, LA 70806               

225.248.7700  

www.americanheart.org               

Capital Area

United Way 

700 Laurel St.               

Baton Rouge, LA 70802               

225 346-5817 

www.cauw.org               

Nursing Home

CommCare

Corporation

5550 Thomas Rd.

Baton Rouge, LA 70811               

877.277.3859

www.commcare.com               

Orthopaedics   

Bone & Joint Clinic

of Baton Rouge               

7301 Hennessy Blvd. Ste. 200               

Baton Rouge, LA 70808               

225.766.0050

www.bjcbr.com               
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Pharmacy 

Gulfcoast Pharmaceutical Specialty 

1039 E. Hwy. 30, Gonzales, LA 70737               

800.498.5220  

www.gpspharmacy.biz               

Walgreens

24 Locations in the Greater Baton Rouge area               

1.800.Walgreens

www.walgreens.com               

Physical Therapy

Peak Performance Physical Therapy 

11320 Industriplex Blvd., Baton Rouge, LA 70809               

225.295.8184    

www.peakphysicaltherapy.com               

Restaurants

Doe's Eat Place 

3723 Government St.               

Baton Rouge, LA 70806               

225.387.5331 

www.doesbatonrouge.com               

Ichiban Sushi   

5741 Essen Ln.               

Baton Rouge, LA 70810               

225.767.2288   

www.ichibanbr.com               

Skilled Nursing Facility  

CommCare Corporation

5550 Thomas Rd., Baton Rouge, LA 70811               

877.277.3859 

www.commcare.com               

Storage Units   

StorSafe  

9242 Barringer Foreman Rd.               

Baton Rouge, LA 70817               

225.753.1176  

www.storsafebr.com       

Transcription

Medical Administrative Associates, LLC 

P.O. Box 82110               

Baton Rouge, LA 70884               

225.326.5071 

www.medicaladministrativeassociates.com               

Vascular Clinic 

Total Vein Care

8595 Picardy Ave. Ste. 320               

Baton Rouge, LA 70809               

225.761.8119 

www.TotalVeinCareLouisiana.com               

Wines and Spirits 

Calandro's Select Cellars 

4142 Government St., Baton Rouge, LA 70806              

225.383.7815 

12732 Perkins Rd., Baton Rouge, LA 70810               

225.767.6659 

www.calandros.com
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“�anks to Peoples Health…
    I’m living a great life now.”– Lisa Burton, Peoples Health Member

www.peopleshealth.com

The benefit information provided herein is a brief summary, not a comprehensive description of benefits.  For more information  
contact the plan.  Benefit may change on January 1, 2011.  Peoples Health is a Medicare Advantage organization with a Medicare contract.  
H1961_PHOPALB4_CMSApproved_08242010

For more information about Peoples Health, call toll-free 
Monday through Friday, 8 a.m. to 6 p.m. 1-800-401-4433.   
TTY/TDD users should call 1-866-475-6868.

At 41 years old, Lisa Burton faced an illness that would 
take away her ability to walk and her ability to work.  

“I was going downhill,” she says. “It wasn’t until I got on 
with Peoples Health that my health began to get better.” 
She was eligible for a Peoples Health plan because her 
disability made her eligible for Medicare.

“Had I not been with Peoples Health,” she says, “I would 
not have been able to a�ord all of the medications my 
neurologist prescribed. �e medications are very expensive 
– in the thousands – and I just didn’t have that type of 
money. Peoples Health saved my life. Really. Literally.”
 

With her medications in hand, her treatment in order, Lisa 
got a glimpse of a better future. She took advantage of the 
�tness center bene�t – a bene�t she didn’t get with Original 
Medicare – to rebuild her physical strength.  “I determined 
that either I can overcome this, or it can overcome me,” she 
says. “I made a decision to get better – to keep on living – 
and Peoples Health was very instrumental in that.  
It gave me the courage and the momentum to get up  
in the morning.”

“I’ve gotten better,” she says. “Going from sick to not being 
able to walk to being mobile to being able to be productive 
in life, doing the things that I need to do on a daily basis. 
Peoples Health has given me my life back.”


